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\ the treatment of a critical case the physician 
is particularly concerned with the purity and 
efficacy of the products used. 
Squibb products have long been recognized by the 
medical profession as standards of reliability. The 
drugs used in the manufacture of Squibb Chemical 
and Pharmaceutical products are of the finest qual- 
ity obtainable and unless they fully measure up 
to the high standards set for them they are not 
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Among these products are three that find extensive 
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The Care and Treatment of Mental 
Disease—Yesterday and To-day 


By GEORGE W. HENRY, A.B., M.D. 


Director, Psychiatric Clinic, New York Hospital, Director of Laboratories, Bloomingdale Hospital, and Instructor in 
Psychiatry, Cornell Medical School 


N THE period in which the early migrations to 
| America were taking place Europe had not 

yet begun to emerge from psychiatric medie- 
valism. Epidemics of jumping, dancing and con- 
vulsions were not uncommon and the victims still 
made pilgrimages to sacred shrines. The men- 
tally sick were still believed to be possessed by 
demons. Those who sought relief might be exor- 
cised while those who were blasphemous might 
be tortured and burned. 

Physicians were still inclined to believe that 
mental illness was due to humors in the blood and 
that hysteria was caused by migrations of the 
uterus. They resorted to copious bleedings and 
purgings in all cases and for those patients who 
were obstreperous they advised chains, whipping 
and ducking in cold water. Hospitals for the 
treatment of mental illness did not at that time 
exist. Institutional care was provided by jails, 
workhouses, and pesthouses and by abandoned 
monasteries which had been converted into asy- 
lums. Such treatment was fast becoming the 
worst in the history of civilized countries and it 
is no wonder that many of the afflicted preferred 
to wander about the country lured or driven here 
and there by invisible forces and dependent upon 
the charitable for sustenance. 

The early colonists brought with them, there- 
fore, the deeply rooted superstition of the layman 
as well as the gross misconceptions of physicians 
regarding the mentally sick. They were further 
handicapped by poverty, the rigors of pioneer 


life, infrequent communication and the necessity 
of depending upon their own resources. They 
were fortunate in being less bound by tradition 
and especially in not having inherited any 
abandoned cloisters or leper houses. 

Their subsequent history indicates that they 
were not as free of tradition as might be expected 
and that they were subject to the same errors 
and guilty of the same inhumanities as were 
their European brethren. Ideas of demoniacal 
possession still held sway and near the close of 
the seventeenth century in the town of Salem 
fifty-five persons were tortured and twenty exe- 
cuted as witches. The mentally sick were identi- 
fied with paupers, vagabonds, feeble-minded and 
criminals. Most of those who were harmless and 
capable of maintaining themselves were per- 
mitted to wander about the country, the objects 
of pity and derision or the prey of the unprin- 
cipled. Some of them were confined in work- 
houses or jails and those who were violent were 
kept in cages. The feeble and helpless were dis- 
tributed at public auction to the lowest bidder for 
their care.’ 

During this period laws were enacted giving 
justices of the peace the power to put insane per- 
sons at work, and authorizing them to apprehend 
the “furiously mad,” who were to be put in 
“some secure place, and if necessary to be 
chained there.” 

It was not until the beginning of the nineteenth 
century that such treatment was made illegal. 
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In the meantime efforts were being directed 
toward providing special institutional care for 
the mentally sick. The first step taken in this 
direction was the founding in 1639 of the Hotel 
Dieu in Quebec, Canada, “for the care of indigent 
persons, the crippled and idiots.” At that time 
the mentally sick were frequently classed as 
idiots.2 The next definite step was the opening 
in 1752 of a department for the insane in the 
Pennsylvania Hospital, but it was not until 1773 
with the opening in Williamsburg, Va., of “The 
Publick Hospital for Persons of Insane and Dis- 
ordered Mind” that there was a hospital exclu- 
sively for the care of the insane. 

It is noteworthy that the law of 1751 providing 
for the establishment of the Pennsylvania Hos- 
pital was entitled “An act to encourage the estab- 
lishment of an hospital for the relief of the sick 
poor—and for the reception and cure of the in- 
sane.” Thus nearly half a century before the 
reform inaugurated by Pinel and Tuke insanity 
was recognized as an illness and a hospital had 
been established for its treatment and cure. 

That the welfare of the patients seriously en- 
gaged the attention of those responsible for their 
care is indicated by the regulations of this hos- 
pital during the next few decades. In 1760 a 
fence was erected in order to prevent “idle and 
curious persons” from gazing at and teasing the 
lunatics; in 1767 visitors were required to pay 
four pence admission fee and steps were taken 
to prevent the disturbance to patients occasioned 
by the visits of a throng of curious people on 
Sunday; finally in 1784 when Doctor Foulke rec- 
ommended that regulations be made which 
“would tend to preserve the lunatic patients from 
being interrupted in their course of medicine’”’ it 
was decided that not more than two persons 
could visit at the same time and they were not 
permitted to talk with the patients.* 


Care Hopelessly Inadequate 


In spite of these admirable attempts to add to 
the comfort of the mentally sick the general con- 
ditions surrounding them remained unchanged 
or grew worse. The special institutions for their 
care were always hopelessly inadequate in size 
and number, and the majority of the insane were 
still confined in poorhouses and jails, subject to 
unnecessary restraint and gross abuse. 

It is probable, however, that the conditions in 
the United States were never as bad as they were 
in Europe at the end of the eighteenth century 
or as were revealed by the investigation of “mad- 
houses” in England in 1815. In the Napoleonic 
code of 1804 the insane were classed with wild 
beasts and it appears that nearly forty years 
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after the reformation begun by Pinel, asylum |ife 
was still deplorable. 

On the other hand, William Tuke had fully 
demonstrated at the York Retreat in England 
that mechanical restraint was seldom necessary, 
that kindly personal attention, outdoor exercise 
and regular employment were much more concu- 
cive to rational behavior and that the best form 
of restraint is self-restraint. After fifteen years 
of actual experience with this new method of 
therapy the publication in 1813 of a “Description 
of the Retreat” by Samuel Tuke, his son, quickly 
aroused an international interest in what came 
to be familiarly known as “moral treatment.” 
This in fact was the beginning of a new era in 
the treatment of the mentally sick. 


Friends’ Asylum Opened 


The kindly human interest which these two 
mefi had in their patients and their desire to aid 
others with similar purposes had a direct influ- 
ence upon the development of hospital care in 
the United States. A century had already passed 
since the Friends of Philadelphia proposed the 
establishment of a hospital for the sick and in- 
sane. Then it happened that Thomas Scatter- 
good, a minister of this society, visited the York 
Retreat and became deeply interested in the hu- 
mane work for the insane which was being done 
there. On his return to this country he awakened 
a tender, sympathetic feeling for the welfare of 
this afflicted class and his efforts were largely re- 
sponsible for the establishment in 1813 of the 
Friends’ Asylum for the Insane, a hospital “in 
which a chain was never used for the confinment 
of a patient’’® 

The same beneficent spirit of the Tukes is seen 
in the founding of another of America’s well 
known hospitals. After having read the “Descrip- 
tion of the Retreat,” Thomas Eddy in 1815 pre- 
sented to the board of governors of the New York 
Hospital a communication in which he stated: 
“I feel extremely desirous of submitting to the 
consideration of the governors a plan to be 
adopted by them, for introducing a system of 
moral treatment for the lunatics in the asylum, 
to a greater extent than has hitherto been in use 
in this country. The great utility of confining 
ourselves almost exclusively to a course of moral 
treatment is plain and simple and incalculably 
interesting to the cause of humanity; and per- 
haps no work contains so many excellent and 
appropriate observations on the subject as that 
entitled ‘The Account of the Retreat.’’*® This 


proposal led to the establishment in 1821 of 
Bloomingdale Asylum. 
These two living monuments to the Tukes have 
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never ceased to adhere to the ideal of moral 
treatment and have contributed greatly to raising 
the standards of institutional care in the United 
States. 

Until the latter part of the eighteenth century 
no one seemed to question the advisability of em- 
ploying mechanical restraint. Chains and leather 
straps were commonly used and patients were 
restrained at the ankle, the wrist or even the 
neck. They might be fastened to the walls, the 
floor, the bed or a heavy chair. A strait-jacket 
permitted them to walk about but they might be 
held immobile to a bed or compelled to stand up 
for an indefinite period. 

Mechanical restraint was by this time engag- 
ing the attention of many physicians. Over a 
period of twenty years beginning in 1837, Hill 
and Connolly fully demonstrated that bodily re- 
straint is unnecessary even in public institutions. 
The results of their experiments were soon well 
known and widely discussed in the United States. 
Many trials were made with nonrestraint but 
with varying results. The relative merits of 
restraint and nonrestraint occupied the attention 
of physicians during the major portion of the 
nineteenth century. The advocates of non- 
restraint were positive that restraint was not only 
unnecessary but detrimental to the health of 
their patients. The advocates of restraint were 
just as tenacious in maintaining a contrary view. 
However, a survey made in 1878 revealed that 
the majority of the leading authorities through- 
out the world still approved of the use of mechan- 
ical restraint.’ 


Solitary Confinement General 


In view of the meager resources of most hos- 
pitals mechanical restraint could not be abolished 
without some attending evils and it was soon ob- 
served that a greater number of patients were 
being confined to their rooms. The rooms, com- 
monly termed cells, were small, dark and poorly 
ventilated. The majority of the patients were 
locked in these cells throughout the night and 
those who had committed any misdemeanor were 
likely to be confined both day and night. Al- 
though padded cells never gained much favor in 
the United States the so-called strong rooms were 
about as bad and before the end of the nineteenth 
century it was generally acknowledged that there 
was little choice between solitary confinement and 
mechanical restraint. 

Among the more favored methods of treat- 
ment were bleeding» and the use of emetics and 
purgatives. All of these methods had been in 
vogue since the earliest civilizations and were 
extolled as means by which vicious humors might 
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be removed from the body. With the discovery 
of the circulation of the blood in the middle of 
the seventeenth century bloodletting became a 
still more highly valued remedy. Esquirol re- 
marks that in every hospital for the mentally . 
sick blood was shed without reserve on the prin- 
ciple that it was too abundant, too much heated 
and that it ought to be evacuated and cooled. 

The evils that beset the path of the mentally 
sick during the nineteenth century were by no 
means confined to survivals of the past. One of 
the more serious problems of modern times has 
been the lack of adequate institutional care. As 
the population became more dense the demand 
for the segregation of the mentally sick increased. 
In 1790 there were less than four million inhabi- 
tants in the United States. By 1840 there were 
over seventeen million. To care for the insane 
at that time there were only eight public and 
four private hospitals. Those among the men- 
tally sick who were fortunate enough to obtain 
hospital care were kept a few months and then 
returned to poorhouses or houses of correction. 
There was no other choice since the majority of 
the states had made no provision whatever for 
the insane. 


Dorthea Dix Makes Investigation 


Just at this time appeared another champion 
of the cause of the mentally sick, a woman of 
great strength of purpose and of untiring energy. 
Dorthea Dix had been compelled to retire as a 
school-teacher because of recurring attacks of 
tuberculosis but in 1841 she began to teach a Sun- 
day School of female prisoners. Through this 
contact she soon became acquainted with condi- 
tions in institutions. These conditions were so 
shocking that she decided to make a personal 
investigation of such places of confinement. This 
she did in a most thorough and conscientious 
manner. 

In a memorial submitted to the Congress of 
the United States in 1848 she stated that she had 
seen “more than 9,000 idiots, epileptics and in- 
sane in the United States, destitute of appropri- 
ate care and protection—bound with galling 
chains, bowed beneath fetters and heavy iron 
balls attached to drag-chains, lacerated with 
ropes, scourged with rods and terrified beneath 
storms of execration and cruel blows; now sub- 
ject to jibes and scorn and torturing tricks; now 
abandoned to most outrageous violations.” Dur- 
ing the forty years Dorthea Dix was engaged in 
this philanthropic work she was “instrumental 
in founding or enlarging more than thirty state 
institutions for the proper custody and right 
treatment of the insane.” * 
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Within a few years after Miss Dix began her 
investigations signs of awakened interest in the 
care of the mentally sick began to appear. In 
1844 the “Association of Medical Superintend- 
. ents of American Institutions for the Insane” 
was established and the American Journal of In- 
sanity first published in this year became their 
official organ. The members of this association 
took their responsibilities very seriously and they 
were especially desirous of sharing their experi- 
ence with those who might be engaged in the con- 
struction and organization of hospitals. For the 
next thirty years they were occupied with the 
consideration of a series of “propositions,” that 
is, certain fixed principles for future guidance. 

Among the “propositions,” those dealing with 
the construction of hospitals had the most far- 
reaching influence. They provided that every 
hospital should be built in the country near a 
large town, upon a site containing not “less than 
fifty acres of land devoted to gardens and pleas- 
ure grounds,” and that “no hospital for the in- 
sane should be built without the plans having 
first been submitted to some physician or phy- 
sicians, who have had charge of a similar estab- 
lishment or are practically acquainted with all the 
details of their arrangements, and received his or 
their full approbation.”® As a result there was 
initiated an era of better buildings and more 
hygienic surroundings for the mentally sick. 

The credit for this improvement in hospital 
construction belongs chiefly to Thomas Kirkbride 
of Philadelphia. A relic of the monastery was 
preserved in the corridors of the buildings but 
these were arranged in sections connecting in 
such a way that light and air could enter at the 
ends. These buildings were of a plain, solid, 
semifireproof construction and such as afforded 
ease of administration and economy in heating.’® 
Convalescent and quiet patients occupied wards 
near the central administration building and the 
more disturbed and noisy patients were kept at 
the extreme ends of the hospital. 


Linear Construction Popular 


For several decades the Kirkbride linear type 
of construction was used throughout the country 
and until hospitals reached a capacity of 1,000 
beds this type was most suitable. Some of its 
limitations, however, are well exemplified by the 
Buffalo State Hospital, Buffalo, N. Y., where “the 
medical officers must walk a distance of half a 
mile from the administration building to reach 
the farthest ward on either side.”** In 1888 a 
committee “recommended a departure from the 
former method of constructing all institutions 
upon one plan, and suggested that they should be 
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or 


divided into small wards especially adapted 
the needs of acute forms of disease.” Since t!:en 
hospitals have gradually evolved more in acco’d- 
ance with the exigencies of the time than because 
of any generally accepted plan of development 
As a result there can be found in the Uni: 
States at the present time examples of practica! 
all types of hospital construction and particula 
in the older institutions may be seen buildin 
representing several different periods in hospita 
development. 


Classification of Patients 


ce 
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Some of this development has been in response 
to a growing need for classification of patients. 
Until 1865 there was no law requiring that an 
insane person be sent to a hospital or other place 
of confinement. At that time a law was passed 
in New York State providing for the establish- 
ment of the Willard Asylum for the chronic in- 
sane to which the unrecovered pauper insane 
from the Utica Asylum must be sent. This law 
therefore constituted the first formal step taken 
in the direction of terminating the incarceration 
of the mentally sick in county poorhouses. 

Some of the older physicians who found it 
difficult to adjust to the newer trend in hospital 
development finally compromised by adding cot- 
tages for the chronic and harmless patients who re- 
quired merely custodial care. These cottages 
soon had to be enlarged and thus arose the cot- 
tage and later the pavilion plan of development. 
The cottage type of institution was not by any 
means an innovation for the Belgian Commune 
of Gheel had stood as a prototype of this system 
for more than a thousand years. The first seri- 
ous attempt to follow the cottage plan of con- 
struction was made in 1885 at the Kalamazoo 
State Hospital in Michigan and since then many 
hospitals have made some application of this 
plan. 

Somewhat larger buildings usually connected 
by covered passageways and arranged according 
to the pavilion or block plan haye been adopted 
by the majority of state institutions. This sys- 
tem was first used in France but soon afterwards 
in Germany and the United States. 

Toward the close of the last century in the 
effort to provide immediate and intensive treat- 
ment for recent and acute cases of mental illness 
special wards were set aside for this purpose in 
general hospitals. This was not at all a new de- 
parture because wards for the insane were estab- 
lished at the Pennsylvania Hospital, Philadelphia, 
in 1752, and at the New York Hospital, New 
York City, in 1792. A somewhat different pur- 
pose is served by the modern psychopathic ward 
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in that patients are admitted for a temporary pe- 
riod of observation and treatment with the ex- 
pectation that in many instances further hospital 
treatment may not be required. 

The first of these modern psychopathic wards 
was established in 1902 at the Albany Hospital, 
Albany, N. Y.”? From this beginning there soon 
developed the modern psychopathic hospital, one 
having been opened in connection with the Uni- 
versity of Michigan in 1906 and another as the 
psychopathic department of the Boston State 
Hospital in 1912. It should not be inferred from 
this, however, that psychopathic hospitals are an 
innovation of the twentieth century for they were 
advocated in Germany as early as 1860 and one 
was established at Heidelberg in 1878. In the 
United States they were at least visualized as 
early as 1867 by Pliny Earle. 

Some distinction has been made between a psy- 
chopathic hospital and a psychiatric clinic in that 
the latter institution is used also for instruction 
in psychiatry and as an institution for research 
in mental disorders. These requirements are ful- 
filled by the Phipps Psychiatric Clinic opened at 
the Johns Hopkins Hospital in 1913. As a mat- 
ter of fact, however, most of the modern psycho- 
pathic hospitals are engaged in psychiatric in- 
struction and research." 

During the period in which psychopathic hos- 
pitals have been developing there has appeared 
another type of hospital which serves the pur- 
pose of temporary observation and detention 
prior to the transfer, when necessary, to some 
other mental hospital. Among the first of these 
observation hospitals was the well known Belle- 
vue Psychopathic Hospital, New York City, 
which was completed in 1879. The number of 
these observation hospitals has so increased in 
the past fifty years that at present they are found 
in most of the large cities. 


Development of Personnel 


Particularly important factors in the develop- 
ment of the hospital care of the mentally sick 
have been the hospital personnel and their gov- 
erning boards. New York State has taken the 
lead in some of these changes. Here the first 
lunacy commissioner, a physician, was appointed 
in 1873. Two lay members were added in 1889, 
but the physician remained the chief officer. In 
1914 the commission was renamed the state hos- 
pital commission and its three members were 
given equal rank. The trend of recent years is 
clearly expressed *in the laws of 1927 by which 
the state hospital commission was replaced by 
the department of mental hygiene and by the 
substitution of “mental hygiene law” for “in- 
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sanity law.” This new department supervises 
the treatment of mental diseases, mental defects 
and epilepsy and maintains a division for the 
prevention of these diseases." 

One of the most significant changes in the per- 
sonnel associated with mental hospitals has oc- 
curred in the nursing force. At the beginning 
of the nineteenth century the patient was under 
the immediate supervision of keepers of the low- 
est type, usually persons unable to obtain em- 
ployment elsewhere. Later these individuals 
were replaced by “a corps of intelligent attend- 
ants, of kind disposition and good judgment.” 
In 1882 the modern era in nursing attention be- 
gan. At that time a training school was organ- 
ized at the McLean Hospital, Waverley, Mass., by 
Edward Cowles. Four years later, through an 
affiliation with the Massachusetts General Hos- 
pital, credit for a complete nursing course was 
obtained on completion of the senior year at this 
hospital. This innovation met with such favor 
that ten years later there were no less than nine- 
teen mental hospitals possessing “‘systematically 
organized and thoroughly equipped training 
schools for attendants.” *’ 


Training Schools Standardized 


In 1906 the training schools in mental! hospitals 
were standardized and a minimum course of in- 
struction prescribed by the American Medico- 
Psychological Association. Since that time reg- 
istered schools have been organized in practically 
all of the large institutions in the United States 
and their graduates now occupy the more im- 
portant nursing positions in mental hospitals. 

Many other changes reflect the trend in hos- 
pital care in recent decades. A half century 
after it had been demonstrated that mechanical 
restraint was unnecessary, the majority of phy- 
sicians still favored its use. It seemed that this 
preference would remain unchanged so long as 
the problem was confined to whether or not me- 
chanical restraint should be used. It was during 
this discouraging period for the advocates of non- 
restraint that physicians became aware that the 
real problem was not that of restraint or non- 
restraint, but how patients might give expression 
to themselves in useful activity. 

Since that time occupational therapy has be- 
come an important part of the treatment em- 
ployed in most of the public hospitals and in the 
larger private institutions it has become indis- 
pensable. This method of therapy in combination 
with physical education and recreation makes life 
in the large private mental hospital more health- 
ful and enjoyable than is possible for most 
persons at large. 
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In tracing the course of medical treatment in 
mental hospitals, it is to be noted that by the end 
of the nineteenth century chemical as well as me- 
chanical restraint was largely replaced by hydro- 
therapy, recreation, diversion, occupation and 
other forms of modern therapy. 

One of the most important advances made in 
recent times was the establishment of the psy- 
chiatric institute in 1895. After a period of 
experimentation, the institute was reorganized in 
1901 under the direction of Adolf Meyer. With 
his advent began a new era in institutional care. 
During the eight years as director of the insti- 
tute Doctor Meyer introduced a method of ob- 
taining histories and making examinations which 
has since been adopted throughout the country. 
He inaugurated staff meetings and established 
interhospital meetings for the purpose of “con- 
trolling the observations and keeping alive the 
medical interest.” 


Leaders in Institute Work 


The high standard of work maintained by 
Doctor Meyer has been continued by his successor 
and close friend, August Hoch,?* who became di- 
rector in 1910, and upon the death of the latter, 
by George H. Kirby,’ one of Doctor Meyer’s as- 
sistants. It was at the institute that Campbell 
began to make application of the Freudian psy- 
chology in 1910,’* that Lambert made studies of 
the clinical and anatomical features of Alz- 
heimer’s disease and that Charles B. Dunlap 
made valuable contributions on the pathology of 
general paralysis, lethargic encephalitis, Hunt- 
ington’s chorea and schizophrenia. 

As the stigma of insanity began to pass and the 
quality of institutional care improved, a greater 
number of patients with recoverable illness were 
admitted to the hospitals. Overcrowding and the 
vision of prophylactic therapy have been potent 
factors in the remarkable psychiatric develop- 
ments of recent years. At the present time it 
would be impossible to care for the large numbers 
of mentally sick persons if it were not for the 
modern psychopathic hospitals and clinics. It 
would be equally impossible to guide the army of 
patients who are being discharged or paroled from 
public institutions if it were not for the social 
service organizations and the parole clinics. 

During the past twenty years, especially since 
the establishment in 1907 of the National Com- 
mittee for Mental Hygiene’® psychiatry has be- 
come greatly socialized through practical applica- 
tions of knowledge acquired through the study of 
mental illness. Psychiatrists are now engaged in 
the habit clinics of the preschool age, child guid- 
ance clinics, in schools, colleges, industry, in the 
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study of criminals, epileptics and feeble-minded, 
as advisers of the courts and as consultants in 
general medical and surgical practice. Psychiatry 
no longer deals with fanciful abstractions but with 
very real human problems. 

The greatest contribution to modern psychiatry 
has been the teachings of Adolf Meyer which re- 
quire that all factors—hereditary, environmental, 
constitutional, physical, social and economic, con- 
scious and unconscious—that have contributed to 
the actual life situation of the individual, shall be 
accurately determined and evaluated for the pur- 
pose of ascertaining the extent to which any or 
all of these factors may be modified and of ren- 
dering intelligent assistance in a better adapta- 
tion to the immutable. He deals with disorders 
affecting the entire individual and his environ- 
mental relationships. He insists that the prac- 
tice of psychiatry must always be in accordance 
with “common sense” but also he admits that it 
requires more experience and the exercise of 
finer judgment than any other human task.” 

Within institutions more and more attention is 
being paid to the problems of the individual pa- 
tients. Maximum physical health is sought for 
them through every possible medical agency. Not 
only are specialists in all branches of medical prac- 
tice frequently consulted but the diagnostic clinic 
at Manhattan State Hospital, Ward’s Island, New 
York City,” recently established through the ef- 
forts of Mortimer W. Raynor, may be looked upon 
as the beginning of diagnostic and therapeutic 
medical centers in the large public institutions 
of the country. 
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Following Up Clinic Patients at 
Lakeside Hospital, Cleveland 


By EUGENE WALKER, M.D., C.M. 


Assistant Director, University Hospitals of Cleveland 


FOLLOW-UP system is becoming each 
A year a more necessary adjunct of a prop- 
erly run hospital. Because little has been 
written on the mechanics of initiating and con- 
tinuing various types of follow-up systems, it 
seems advisable to present here a detailed ac- 
count of the experiences of the Lakeside Hospital, 
a unit of the University Hospitals of Cleveland, 
in this particular phase of hospital activity. 

For a number of years each service in the out- 
patient department ran its own follow-up system. 
One of the major difficulties with this was that 
if a patient had been seen in three or four differ- 
ent departments it was quite possible for him to 
receive three or four post cards telling him to 
call on different days. If he was not seen in a 
certain department, even though he had been at 
the hospital near the day specified, he would be 
asked to come in again or if he had been seen in 
the department a few days prior to his appoint- 
ment the follow-up clerk might easily not recog- 
nize the fact and ask the patient to come in 
again. Not only did this make the department 
appear ridiculous at times but it was also a great 
inconvenience to the patient who might sacrifice 
half a day’s work to come to the hospital. To 
overcome this, on January 1, 1928, all the out- 
patient follow-up systems were combined, with 
the exception of the dermatological clinic. In 
this clinic it was decided to continue a separate 


By means of this follow-up card 
system an accurate record is kept 
of all out-patient cases. 


follow-up because of the number of its cases. 

The follow-up card contains a space for every 
day in the year and is renewed on the first of 
January. A code letter of the service is placed 
in the square of the day of the month on which 
the patient is supposed to return. This informa- 
tion is obtained from the date put on the history 
by the doctor. If the patient returns on this day 
a stroke is drawn through the letter. If the 
patient does not return a post card is sent which 
reads as follows: “On your last visit to the dis- 
pensary, you were advised by the doctor to report 
again. I am sorry that you did not keep your 
appointment. Will you please see the doctor on 
(date) at 12:30? It is important for you to come 
when the doctor tells you until you are discharged 
by him.” This is signed by a social worker. A 
check mark in a square designates that a card 
was sent on that day. Under the date of the new 
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appointment another letter is placed. If the pa- 
tient does not appear for this appointment a sec- 
ond card is sent. If no response is obtained from 
this, the record together with the dates of the 
broken appointments are given to the social 
worker of the clinic involved and she, after con- 
sultation with the doctor, either writes a letter 
to the patient, makes a personal visit or closes the 
case. 

The cards are filed numerically and colored 
clips are placed on them to designate the approxi- 
mate time of the month on which the patient is 
expected to return. A red clip is used for ap- 
pointments from the first through the eighth; an 
orange clip from the ninth through the fifteenth ; 
a blue clip from the sixteenth through the 
twenty-third and a green clip from the twenty- 
fourth to the end of the month. A white clip is 
used for all appointments later than the current 
month. If the case is of an emergency nature, a 
circle is placed around the initial in the upper 
left hand corner which designates the depart- 
ment. When an appointment of this kind is not 
kept the social worker is immediately notified 
and she deals with the case without waiting for 
post cards to be sent. 


Follow-up of Surgical Cases 


The surgical service maintains a follow-up of 
cases operated on in the hospital. This service 
runs its follow-up system on a date basis. The 
months of the year and the days of the current 
month are designated. Cards are filed under the 
day of the month and if a patient does not appear 
on that date a post card similar to the one de- 
scribed for the general follow-up clinic is sent. 
If no response is received to this the following 
letter is forwarded: 

“We asked you to return for examination and 
suppose you were unable to do so, since we have 
not seen you. We should like very much to see 
you personally, but if it is absolutely impossible 
for you to come to the hospital for examination, 
will you or your doctor please answer the ques- 
tions on the inclosed blank, so that we may know 
your present condition as well as possible? 

“As we told you in the hospital, the results of 
treatment or an operation differ in different indi- 
viduals. It is therefore important that you should 
be examined occasionally for a considerable 
period. It is for this reason that we are so 


anxious to find out your present condition. 
“Please answer as clearly as possible, and if 
you have a family physician, kindly send us his 
name and address.” 
The accompanying blank is inclosed with this 
letter. 
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If no response to this is received the family 
doctor is communicated with by letter as fol- 
lows: 

“Dear Doctor: 

Vadersouekediad has been discharged from the 

(him) 
to return for ob- 
(her) 


hospital. We have asked 


(him) 
servation but have not seen or heard from 

(her) 
recently. We would appreciate any information 


(his) 
you might give us concerning present con- 
dition. (her) 
“We thank you for your cooperation.” 


Different Filing System Used 


The dermatological department uses the same 
system as the combined out-patient follow-up ex- 
cept that the cards are filed alphabetically. If 
one of the patients does not keep an appointment 
the ordinary follow-up post card is sent. If no 
response is obtained the following letter is sent: 

“You came to this out-patient department for 
medical advice and treatment. The advice you 
were given at that time will be of more value to 
you if you return as you were told. Please see 
the doctor here between 12:30 and 2:30 o’clock. 
If you cannot come, let us know. Our telephone 
number is Prospect 1580. 

a i al , social worker.” 

If there is still no reply, this letter is sent if 
the case is one suspected of syphilis: 

“We have written to you several times asking 
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you to return to see the doctor. You have not 
replied to any of our letters. 

“The trouble you have is suspected of being 
syphilis, and you can never be sure that you do 
not have it unless you have further examinations. 
We are trying to rid the the community of this 
dread disease and can only do so with the help 
of those infected who are intelligent enough to 
cooperate. 

“In spite of the fact that your condition may 
have apparently cleared up by this time, I am 
asking you to report to the doctor to make sure 
about it, for your own sake, for your family’s 
sake and for the community’s sake. 

“We are relying upon your intelligence in this 
matter. 

Te ee , social worker.” 

If a syphilitic patient needs long observation 
and is delinquent in keeping his appointments 
this letter is used: 

“The examination you had in our dispensary 
was entirely inadequate to determine just what 
your condition really is. Anything suspected of 
being a venereal disease is not to be trifled with. 
Very often it takes five or six blood tests and 
other examinations to make a diagnosis. The 
sore goes away and you think everything is all 
right, but the germ may be in your blood and not 
cause you any trouble for years. 

“Different people will tell you stories about 
their conditions which may seem exactly similar 
to your own but which a good doctor would know 
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were quite different. Therefore, 1 appeal to you 
to do something for yourself to-day. If you do 
not care to come here, go to a good doctor. Be 
perfectly frank with him. Do not ask for a blood 
test but state in detail your case from the begin- 
ning. Let us know what you have done in order 
that we may close your name from our records 
if you are under the care of another doctor. 

“Please remember that we are ready to do any- 
thing we can for you. 

“Sincerely your friend, 
erry te eee , social worker.”’ 

If a secondary syphilid suddenly becomes de- 
linquent in keeping appointments this is written: 
“Dear Friend: 

“You have been coming so regularly for your 
treatment until recently that I have been con- 
cerned about your failure to report. You have 
arrived at a dangerous time in the condition of 
your trouble. The active symptoms have proba- 
bly disappeared and you are feeling much better 
than you have for a long time. 


Possibilities Are Explained 


“At this stage the germs have concealed them- 
selves in the blood and are being carried to the 
different organs of the body where they multiply 
and will cause you trouble if you do not continue 
treatment. In some cases these germs do not 
multiply as rapidly as in others, so that you may 
be thoroughly convinced that you have been 
cured. However, evidence to the contrary may 
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Here is the follow-up used in the out-patient department showing 
the code system employed. 
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at any time begin to show in your eyes, heart or 
nervous system. 

“Please do not lose courage as you have every 
chance in the world to be cured at this time, and 
if you stop treatment now the disease may be- 
come incurable. I have only your best interest at 
heart in urging you to do this. If you are taking 
treatment elsewhere let me know so that I can 
close your name from the records. 

“Very sincerely, 
Taian eater , social worker.” 

If no results are obtained with the letters pre- 
viously used one similar to the following often 
has a beneficial effect in especially selected 
instances: 

“My dear Friend: 

“You are overdue for your treatment. Did 
you ever stop a moment to wonder why we keep 
after you so persistently? I am sure you have 
been a little irritated many times at what you 
think is our interference in your business, and 
I want to assure you with all my heart that it 
has been only for your own good. 

“We know what the disease you have is going 
to do to you if treatment is not continued. You 
will reply to this, ‘I feel all right—there is noth- 
ing the matter with me.’ All this time the germ 
is working away in your blood, attacking some 
vital organ and some day you will return to us 
saying, ‘My eyes are not so good,’ and before long 
blindness may result; or ‘I am so dizzy and I 
have pains in my legs,’ and before long those legs 
will not walk—paralyzed. These are only two 
things syphilis can do to you. It is a disease to 
which you cannot apply set rules, for it does not 
affect everyone in the same way. In fact, one 
never knows just what it will do. 


Asked to Continue Treatment 


“Therefore, I entreat you to think it over and 
to make some arrangements to begin your treat- 
ment again. If you do not want to come here, go 
somewhere else but do something to-day. I would 


like very much to talk to you and explain all I 


know about your condition. Will you give me 
that opportunity? As we have so many patients 
it is impossible to visit every one of them so I 
ask you to come in at least once more. If you 
are taking treatment from another dispensary or 
from your private doctor please let me know so 
that I need not bother you again. 

“Hoping to hear from you within the next few 
days, believe me, 

“Sincerely your friend, 
Sr ekiik ae alos ingest , social worker.” 

“My dear Friend: 

“I am writing you in the hope that one more 
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appeal might make you realize how necessary it 
is that you come in for treatment. The time is 
coming very surely when all the medicine in the 
world will not help your case and, sad to say, 
that is always the time when you desire most to 
do what we would have you do now. 

“T have not the least idea why you are staying 
away, whether it is because you are feeling well 
or whether you do not like our hospital. In either 
case you are doing yourself a grave injustice. 

“Our bodies were given to us as a precious 
gift, to watch over and care for to the best of 
our ability, to keep clean inside as well as out and 
to pass down to the future generation something 
vital and whole, not the ‘wrecks’ we see on the 
street every day. Please take up your responsi- 
bility again. Come in and talk to the doctor 
about your problem. Do not listen to the idle 
chatter of people who cannot have your best 
interest at heart. 


Seek Confidence of Patient 


“Remember that no matter how busy I may 
appear at the desk, if you will only wait, I shall 
be glad to talk to you and help to solve your diffi- 
culties. Remember, too, that to keep this clinic 
requires a certain obligation which must be met. 
If you do not have the money for your treatment 
tell me about it frankly. It would surprise you 
to know the number of people who do not tell the 
truth and for this reason we must investigate. 

“Yours most sincerely, 
Pas dee be abs < , social worker.” 
“My dear Friend: 

“We have written to you a number of times to 
return for your treatment. We have tried to 
explain to you why we have been so insistent 
about it. Surely you must understand it is your 
good health we are interested in. 

“The disease you have is one of the most 
treacherous known to mankind. It has _ been 
called ‘the great imitator,’ because it imitates 
every known disease. It lies quietly in the body 
for years and just when good health is needed 
most—after a family is brought into the world 
or a home is partly paid for—some of its deadly 
results appear such as locomotor ataxia or blind- 
ness and very often insanity. It is hard to help 
you, then, because something has been destroyed 
that medicine cannot put back. 

“Good health is your most valuable possession. 
Therefore, it behooves you to do your best to 
keep healthy. 

“A few of our people complain that the treat- 
ment keeps them from work, especially the injec- 
tion in the hip, but there are other ways to take 
the treatment besides this. Others tell me the 
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Index cards, clips and mailing cards are conveniently at hand at this special table for the follow-up system. 


treatment makes them feel much worse. This is 
because the disease had perhaps been quiet for a 
long time, working in one place. The medicine 
breaks it up and sends it through the blood, mak- 
ing it much easier for the medicine to reach. 
After a course of treatment and you have been 
given a vacation, you feel much better. And, too, 
it is only reasonable, is it not, that you cannot 
cure in a few weeks something you have had 
for years? 

“Last of all, your problem in fighting this 
disease is a debt you owe to the community. I 
wonder if you know the survey here a few years 
ago showed that 35,000 people were suffering from 
this trouble in Cleveland? The government, the 
state and the city are trying to stamp it out. 
They are handicapped without your help. Unless 
each and every one in Cleveland with the sickness 
takes up his responsibility we will go on end- 
lessly with broken homes, diseased children and 
overflowing institutions and courts. 


Patience Is Urged 


“No one blames you for being discouraged. 
The treatment is hard and long, but it is the 
only way out. We earnestly urge you to avail 


yourself of the treatment the dispensaries of 


Cleveland afford. . 
“Sincerely your friend, 
grrr reer , social worker.” 
The x-ray department maintains a separate 


follow-up for any case that requires x-ray treat- 
ment. The card includes space for a three-year 
period and differs from the aforementioned sys- 
tems in that no form letters or cards are sent. If 
a patient fails to keep his appointment a personal 
letter is mailed to him. 


Detailed Reports Are Made 


The pathological department has_ recently 
started a follow-up on malignant tumors and cer- 
tain supposedly premalignant conditions. Whena 
specimen is examined in the pathological depart- 
ment and it is considered suitable a follow-up 
record is started on the patient. This record in- 
cludes the name, number, age, color, social status, 
occupation, diagnosis and surgeon. After this a 
short clinical abstract is incorporated including 
history, examination and surgical treatment. 
The pathological diagnosis, together with the 
particular histological characteristics of the 
lesion, is recorded, and in selected cases micro- 
photographs are appended. A diagnosis card 
marked “C” is placed in the diagnostic file and a 
duplicate of this card is put in a date file three 
months ahead. At the same time a card marked 
“A” is sent to the surgeon or to the follow-up 
clinic requesting that the patient be kept under 
observation. 

From this point progress notes are maintained 
from information received on cards marked “B”’ 
that are sent out at stated intervals either every 
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THE UNIVERSITY HOSPITALS OF CLEVELAND 
The Lakeside Hospital 


ae Os i ee eee mail Lab. No. 283456... . Diagnosis. .Adamantinoma 
ee Hosp. No. 187542...... ES haan baad Age 58...... er M.S.D. 
i i see iceseuwae eens tens ere Te 
CLINICAL ABSTRACT (Onset, duration, character and progress of symptoms and signs. 

Date Relation to trauma, infection, pregnancy, occupation and residence.) 


10.6.28 Patient admitted with complaint of swelling in left lower jaw of seven weeks’ duration. 
Hit in head in 1904 with rock and was unconscious three days. In 1913 hit in eye with 
steel; blinded. Had several molar teeth pulled two years ago for pain. No more trouble 
until two months before admission, when left lower jaw became painful and began to 
swell. Small ulcer on gum opposite left lower incisor which healed after one week. 
Swelling has continued and has become more painful. Depressed fracture in left occip- 
ital region 6 cm. long; left eye blind—cataract; right pupil distorted. Extensive growth 
in left lower jaw. There is a hard, firmly attached mass palpable on the jaw exter- 
nally. Process in mouth is a dirty ulcerative sloughing mass. Definite enlargement of 
lymph nodes on left side of neck. Otherwise negative. 


OPERATIVE PROCEDURE AND FINDINGS: 
Date 

10.6.28 Extraction of tooth with adherent tumor and curetting of cavity. 

10.18.28 Several resections at intervals. 

COMPLETE PATHOLOGICAL DIAGNOSIS: 

Date 

10.6.28 Acanthomatous type of adamantinoma. 

Referred for x-ray. .Intensive after first biopsy; for radium. .4 me. on 1.10.29. 

Progress (Record dates and findings of clinical progress, operative specimens and autopsy.) 
Date 

10.18.28 Resection of part of the mandible. 283456. Adamantinoma. 

11.26.28 Resection of jaw by Dr............. 283789. Squamous cell carcinoma. 

1.10.29 Some enlargement of glands at angle of jaw, left. Treated with 4 mc. radium. 
5.8.29 Autopsy No. 3333. Ulceration and destruction of left cheek with extension into mouth, 
the base being formed by the tongue. 

Small ulcer in right intramandibular region near symphysis. 
Fixation of tongue and pharynx by tumor extension. 
Direct cause of death: bronchopneumonia. 


A B-1 
THE UNIVERSITY HOSPITALS OF CLEVELAND 





THE UNIVERSITY HOSPITALS OF CLEVELAND 


The Lakeside Hospital The Lakeside Hospital 
Department of Pathology | Department of Pathology 

Follow-up Clinic | | Follow-up Clinic 

We would appreciate having your obser- | Will you be so kind as to report on the 
vations on the clinical progress of John Doe | clinical progress of John Doe............. 
hee ined bagi acne away ite n'e win oon 8-4 6 eS re 
Intervals of..one month................. Laboratory No. 283456................... 
ee eee 
Laboratory No. 283456................... Pathological Diagnosis: 
I a oi ds o's ode k es oho Acanthomatous type of adamantinoma... 
Pathological Diagnosis: Condition of Patient: 10.18.28. Resection 

Acanthomatous type of adamantinoma. . . of part of the mandible. Extension of 
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“B2 | 

THE UNIVERSITY HOSPITALS OF CLEVELAND | 

The Lakeside Hospital | 
Department of Pathology 


Follow-up Clinic 

Will you be so kind as to report on the 
clinical progress of John Doe............. 
Hospital No. 187542................0000- | 
Laboratory No. 283456................... | 
Operated on 10.6.28 and 10.18.28.......... | 
Pathological Diagnosis: | 

Acanthomatous type of adamantinoma... | 
Condition of Patient: 11.26.28. Resection | 
of jaw. Extension of tumor.............. 


“SCeReaeeReeeeMereueLreeEevVuerlvyreeerry @yyvetnw were es 





three months or other periods of time that seem 
advisable. These times are shown by the date 
file. When the patient is undoubtedly recovered 
or the case is completed by death, the record is 
completed and filed according to diagnosis. The 
follow-up cards are destroyed and a colored tag 
is attached to the card in the diagnostic file to 
show that this particular case has a complete 
follow-up record. The accompanying filled out 
cards give a good example of how a typical case 
in the pathological department is recorded from 
start to finish. 


What the Record Shows 


It is the hope of the Lakeside Hospital patholo- 
gist that by reviewing such accumulated material 
much can be learned of the relative malignancy of 
tumors and of the potential dangers of certain 





B-3 
THE UNIVERSITY HOSPITALS OF CLEVELAND 
The Lakeside Hospital 
Department of Pathology 


Follow-up Clinic 

Will you be so kind as to report on the 
clinical progress of John Doe............. 
i ee | 
Laboratory No. 283456, 283789 and 283898 
Operated on 10.6.28, 10.18.28, 11.26.28..... 
Pathological Diagnosis: 

Acanthomatous type of adamantinoma... 
Condition of Patient: 1.10.29. Some en- 
largement of glands at angle of jaw, left. 
Treated with 4 me. radium............... 
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suspicious or premalignant lesions. The proper 
significance of variations in the histological ap- 
pearance can be learned. The importance of such 
factors as age, sex, childbearing, occupation, con- 
comittant disease and trauma may be properly 
understood. The relative efficacy of various oper- 
ative procedures and of x-ray or radium therapy 
can better be judged. The value of such a record 
depends upon the conscientiousness with which 
it is kept. 

The pathologist is called to the surgical 
follow-up clinic in order to see and interview as 
well as to hear about the patients in whom he is 
interested. 

The use of these various follow-up systems has 
proved them adequate for the needs of our hos- 
pital. 

Hospitals are gradually assuming a responsi- 
bility that is greater than merely the care of the 


C — 


| Diagnosis: Acanthomatous type of ada- 
EE bs ih. ar ene wae eae wane Jaw 


bee. 4842808645 6066064660666 64 6404766060464 60686 09 





Service. .Surgical Staff ............ 00000 

Laboratory No. 283456. .................. 
Date Received........ ae 
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patient while he is in the hospital. Not only are 
they concerned with the direct results of hospi- 
talization but they are in a measure responsible 
for occupational readjustment; for instance, a 
man who has had an amputation of a leg in the 
hospital should receive advice and aid that will 
enable him to be self-supporting after he leaves 
the institution. 

Because the follow-up system should be an 
important factor in the fulfillment of the respon- 
sibility of the hospitals to the patient it deserves 
more study than has been given it. Not only 


should this study be concerned with a system of 
accurate records of patients’ appointments but it 
should also be concerned with the various possible 
adaptations of the system which may include such 
details as calling attention to the need of writing 
a letter, paying a home call, getting a job or 
obtaining artificial limbs. 
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Modern Hospital Service 


By J. JAY KEEGAN, A.M., M.D. 


Dean, University of Nebraska College of Medicine, Omaha, Neb. 


such an extent in the last twenty-five years 

that to-day it is considered the right of 
every individual to receive the benefit of hospital 
care in all serious and many other illnesses. Pub- 
lic opinion has so well recognized the advantages 
of hospital service that death in the home is con- 
sidered almost an evidence of insufficient care or 
neglect. 

Along with this great increase in hospital ad- 
missions the cost of hospital maintenance and 
service has increased. During this time, medical 
practice has become increasingly dependent upon 
the medical sciences such as chemistry, physi- 
ology, bacteriology and pathology, and upon such 
practical aids as anesthesia, x-ray and modern 
instruments and equipment. The scientific ad- 
vances in medicine have been so great that, except 
in minor illnesses, adequate care in the home often 
is impossible. The increased cost of hospital 
maintenance has necessitated an increased charge 
for hospital service until the man of moderate 
means often finds himself unable to finance a long 
period of hospitalization. This has given rise to 
many social and financial problems alike to the 
patient, the doctor and the hospital. A few of 
these problems will be discussed in this paper. 


| OSPITAL care of the sick has increased to 


The Stigma of Pauperism Eliminated 


The idea of hospitals originated in the poor- 
house. The first hospitals were intended only for 
destitute and homeless persons, for luckless 
travelers who became ill. The word “hospital” 
itself means a shelter for strangers and travelers. 
The association of charity and pauperism with 
hospitals endured for a long time and prevented 
the extension of later improved service to self- 
respecting people. It was said that hospital 
accommodations should be limited to those with- 
out homes and that pauperism was being en- 
couraged by extending the service to others. 
Hospitals for the care of pay patients are com- 
paratively recent in their origin and development. 
The older charity hospitals were not attractive 
places particularly in the period before the de- 
velopment of modern hospital service. The lack 


of proper nursing and asepsis made the medical 
results for many hospital patients much less 
favorable than if the same cases had been treated 
at home. And the stigma of pauperism lowered 
the morale of both patients and staff. 


Changing Standards of Hospital Service 


Modern medical science has changed both the 
standards of hospital service and the attitude of 
the public towards hospitals, even in the old 
charity institutions. There was a time when the 
patient was taken to the hospital chiefly because 
he had no home in which he could receive better 
care; now a patient is taken from the home to the 
hospital because of the better medical care he can 
receive in the hospital. There would be something 
wrong with the social order to-day if patients were 
admitted to hospitals because of the poverty of 
the home instead of the medical benefit they will 
receive. The American public has learned that 
better medical care can be secured in a modern 
hospital or clinic than at home, and the demand 
for this service is responsible for the recent 
growth of modern private and charity hospitals. 

Thirty years ago the earnings of private hos- 
pitals covered only a third of their total expenses. 
Now they cover two-thirds, and some are self- 
supporting in spite of the great increase in the 
cost of hospital maintenance. This increase is 
due to the willingness of the public to pay for this 
service when possible, and to the fact that patients 
are paying in part for ward beds that formerly 
were free. The typical private hospital is utilized 
by all economic classes and the deficit caused by 
those who can pay little or nothing is met by sur- 
plus derived from private patients or from church 
or other donations for hospital maintenance. In- 
terest on investment and additions to the capital 
plant are not expected to be met by income. Re- 
cent requirements of the American College of 
Surgeons and the American Medical Association 
for more complete equipment and organization to 
measure up to modern standards of medical 
science have increased greatly the cost of hospital 
maintenance. The attempt to meet the added cost 
with increased rates to patients and a stricter re- 
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quirement that all patients pay a minimum ward 
rate has created a difficult economic and social 
situation for those persons of moderate incomes. 

The distribution of income in this country is 
interesting. The most reliable studies of this sub- 
ject have been made by the National Bureau of 
Economic Research and the following figures are 
taken from their report. It is to be noted that 
91 per cent of all persons in the United States 
have incomes of less than $2,500 a year; that 86 
per cent have incomes less than $2,000; 72 per 
cent have incomes less than $1,500 and 39 per cent 
have less than $1,000 a year. These large classes 
of moderate or low salaried individuals, chiefly the 
laboring class but including many of the so-called 
white collar group and even some college profes- 
sors, are ordinarily self-supporting when in good 
health or when work can be obtained. Few are 
able to save much, and all find themselves in 
desperate circumstances when expensive or 
chronic and disabling illness enters their homes. 
This is the great middle economic class of people 
who in health find themselves driven by the high 
standards of American living, by the urge and 
unlimited opportunity for installment buying, and 
who in illness are liable to be driven to charity or 
neglect by the high standards of medical and hos- 
pital service. 


The Lure of the Modern Credit System 


These people are not protected by class distinc- 
tions as in European countries where opportunity 
and maintenance are limited to a more stable low 
standard of living. Every American feels that he 
and his family are entitled to the advantages of 
modern times, and the present system of credit 
sales encourages him to buy beyond his means. 
Industries and small homes are now so placed 
that means of transportation other than the street 
car seem necessary. It is hardly fair to blame the 
individual wage earner entirely for poor judgment 
and lack of foresight in buying what he cannot 
afford and failing to provide for illness. This is 
due to a much greater economic and sociologic 
condition. The problem will not be solved by 
denying these persons the rights of adequate 
medical and hospital service because they have 
not saved enough from their salary to finance a 
long period of illness and hospitalization. 

The health and economic status of the entire 
community is dependent upon the health and wage 
earning condition of this great middle economic 
group, and the individual who has not enough 
breadth of vision to recognize the needs and 
rights of this group will find that no amount of 
destructive criticism will cure the ills to his ad- 
vantage. Compensation laws, industrial clinics, 
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health insurance and similar organizations will 
step in to meet these needs of the community 
when the doctors fail to institute progressive 
health movements instead of destructive reac- 
tions. The social movement is so much bigger 
than any organization that it is futile and ridicu- 
lous to attempt to change its course by punitive 
attacks. Familiarity with history of social change 
will prove this point. 


Effect of Specialism in Medicine 


The growth of specialism in medicine has been 
an important factor in the separation of the 
medical profession from this large middle eco- 
nomic group. This has seemed a necessary modi- 
fication of the practice of medicine to meet the 
increased requirements of special knowledge and 
skill in the various fields of medicine. The knowl- 
edge of medical science has increased greatly and 
it is no longer possible for one man to qualify 
adequately in all its fields. The American public 
has become educated to this fact, and those who 
are able are willing to pay for special service 
which often multiplies the cost of medical care 
many times. Those who are not able to pay for 
adequate service, and this includes a much larger 
percentage of the population than commonly is 
thought, are forced to neglect themselves or else 
to seek charity clinics. Health is too vital a factor 
in economic and social life to be placed upon the 
same commercial basis as the material things that 
may be considered either necessities or luxuries, 
excepting sufficient food and warmth which are 
closely associated with health. 

IlIness often is unexpected and disabling. It is 
not sought by the patient, and cannot be returned 
when one is unable to meet its expenses. Conse- 
quently, there is not the same feeling of financial 
responsibility as with material goods contracted 
for, and the doctor often renders his service with- 
out pay either by bad accounts in private practice 
or by free medical service to charity health 
organizations. Undoubtedly the doctor should be 
paid for this work, but failure to render this 
service would necessitate state medicine and les- 
sen greatly the medical educational opportunities 
for doctors. It is a big problem and one that re- 
quires intelligent cooperation rather than de- 
structive criticism. 

The latest field of medicine is in the preserva- 
tion of health rather than in the treatment of 
illness. The American Medical Association has 
seen the trend of the times and is organizing as 
rapidly as possible in the medical profession 
health service in the form of periodic health 
examinations and preventive clinics. Characteris- 
tically these movements have come only after the 
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public has appreciated their need and has sought 
them elsewhere. The field of preventive medicine 
has long been considered a government and public 
responsibility and this increases the difficulty of 
the medical profession’s entering the field. This 
seems necessary at the present time and the only 
safe opening is to offer better service than either 
state or health organizations are furnishing. 

In discussing this subject of modern hospital 
service the sociologic and economic factors in- 
volved have been considered rather than the tech- 
nique of hospital methods and organization. 
Modern hospital service began with the discovery 
of the principle of antisepsis by Lister in 1867 and 
developed with the progress of aseptic surgery. 
The rapid rise of surgery focused attention upon 
this spectacular method of treatment. Hospitals 
increased rapidly. From 149 in 1873 the number 
grew to 6,762 in 1923, multiplying forty-five times 
in fifty years. These hospitals were primarily 
surgical to provide facilities for operations. 
Surgical specialties arose and surgeons thrived 
sometimes to the discredit of surgery and the 
medical profession. From an institution where 
only the homeless and destitute were sent to die 
or to recover by their own resistance, the hospital 
was transformed into an institution where many 
wonderful surgical cures were effected and where 
sometimes unnecessary operations were  per- 
formed because of the popularity of surgery and 
the ignorance of the public concerning surgical 
qualifications. 


Raising the Standards of Surgery 


The American College of Surgeons was or- 
ganized in 1913 to improve the standards of sur- 
gery in hospitals. Certain requirements were 
made for an acceptable hospital, chief of which 
are an organized staff of good professional stand- 
ing, regular monthly staff meetings to review the 
clinical records of patients in the hospital and to 
report all deaths, accurate and complete written 
records of all patients and the provision of all 
necessary modern diagnostic and therapeutic 
facilities under competent supervision. A list of 
hospitals acceptable under these standards is pub- 
lished each year and is the best guarantee of 
modern hospital service in these institutions. The 
aims of hospital standardization are: the short- 
ening of the average number of days the patient 
stays in the hospital; the elimination of incompe- 
tent and unnecessary surgery; the reduction of 
infections and complications and the lowering of 
the hospital death rate. Hospitals, in being 
brought to the maximum point of safety and effi- 
ciency, are rendering greater public service to-day 
than they gave in the past insofar as the present 
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knowledge of medical science and hospital service 
can be applied. 

Modern hospital care, therefore, is necessavily 
costly. There are many factors other than in- 
come that determine the patient’s ability to pay 
for this necessary service. It is not a simple task 
to balance the total resources and obligations of 
a patient against the cost of private rates for 
adequate medical care of the disease or condition 
from which he is suffering. The duration of the 
treatment needed, the necessity of special and 
costly examinations, the disability of the wage 
earner, the size and age of the family and other 
factors must be considered. Often a patient who 
might superficially be judged able to pay for 
private services finds himself facing financial ruin 
or inadequate care when prolonged hospitaliza- 
tion is needed. To determine the ability of vari- 
ous groups in the population to pay for adequate 
medical service requires a comprehensive survey 
of all available facts regarding the prevalence 
of sickness, family incomes, standards of living 
and the cost of adequate treatment of various 
diseases and conditions. 





A Successful Cooperative 
Hospital Experiment 


A cooperative hospital supported by four rural munic- 
ipalities in Saskatchewan, Canada, has proved to be 
an unusually successful experiment, according to Hos- 
pital Social Service, and a bond issue has recently been 
voted to double the size of the hospital. 

When these four municipalities realized the need for 
more adequate and more easily available hospital service, 
they established a hospital to serve them in common, 
the upkeep to be met by a tax to be collected as reg- 
ularly as the school tax. The yearly tax to the owner 
of an average half section of land is $12.16 and this 
entitles the farmer to hospital service for his family 
and hired help for the year. This does not include the 
fees of a personal physician. The hospital is for the 
use of the rural population and not for town and village 
dwellers except by special arrangement. 





What the Average General 
Hospital Looks Like 


From the reports for 1928 from 676 general hospitals 
received by the American Hospital Association, a statis- 
tician has drawn a composite picture of the average 
general hospital in the United States. This composite 
general hospital contains 181 beds, serves 3,353 patients 
a year, has a percentage of occupancy of 63.73 and 
operates at an average cost per patient day of $5.32. Its 
annual operating receipts of $207,339.13 are 92.37 per 
cent of its annual operating disbursements. The average 


length of stay per patient is 12.56 days and the average 
receipt from each patient is $61.83. 
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Above is a reproduction of the artist’s conception of how the ancient prophet Moroni appeared before the Mormon 
leader, Joseph Smith, Jr. 





Paintings Add Distinctive Touch 
to Hospital Furnishings 


By JACOB H. TRAYNER 


Superintendent, Idaho Falls Latter-Day Saints Hospital, Idaho Falls, Idaho 


Upper Snake River Valley with lava beds 

and desert lands but a short distance away, 
the Idaho Falls Latter-Day Saints Hospital, 
Idaho Falls, Idaho, has achieved strikingly un- 
usual effects in the decorative plan chosen for 
several of the departments. 

Shortly after the hospital was opened to patrons 
in 1923 the necessity for adopting a definite plan 
of ornamentation for the administrative offices 
and public rooms became apparent. The super- 
intendent, Jacob H. Trayner, decided to depart 
‘rom the conventional by carrying out a series of 
wall paintings that would be unusual but at the 
same time create an artistic effect and a pleasant 


[) Gover Snax in its natural setting in the 





atmosphere. The paintings, as completed, depict 
a number of well known scenic points in the 
United States, Biblical characters and flower 
subjects. 

Particularly interesting, however, because of 
its significance in the history of the Latter-Day 
Saints or “Mormon” church, is the painting 
showing Joseph Smith, Jr., a native of Vermont, 
receiving from Moroni, one of the ancient proph- 
ets, the gold plates from which he subsequently 
translated the Book of Mormon giving the sacred 
history of the ancient inhabitants of America. 
The gold plates, according to the Mormons, were 
hidden in Cumorah Hill near Palmyra, N. Y. 
This striking painting hangs in the waiting room 
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of the hospital, and has aroused much comment 
and admiration. 

Other paintings adorning the walls of the 
offices and reception rooms include “Christ 
Healing the Sick Child,” a copy after Max, an 
Austrian artist, “Roses Coming Over the 
Wall,” “Black Rock on Great Salt Lake at Sun- 
set,” “Spray of Carnations and Babies’-Breath,” 
“Apple Blossom Time,” “Twilight on the River,” 
“Spray of Roses,” “The Great Falls of the Yel- 
lowstone,” “Springtime,” “A Scene on the Desert 
on the Way to California,” “A Winter Scene in 
a Canyon,” and “A Glass Vase With Pussy- 
willows and Jonquils.”’ 

The pictures, eight of which were painted by 
L. A. Ramsay, Salt Lake City artist, are placed 
against a background of canvas painted with a 
tiffany blend of light blue and tan, the panels 
outlined with a blue stripe. 


Hospital Faces Memorial Drive 


The hospital faces the main portion of Idaho 
Falls and is about six minutes’ walk from the 
business district. The street upon which the 
institution faces is “Memorial Drive,’ dedicated 
to the memory of those who lost their lives in the 
World War. The oval parkings down the center 
of the boulevard are planted with memorial trees, 
each bearing a bronze tablet inscribed with the 
name and enlistment data of the soldier whose 
memory is honored. 


Bounded on the north and south sides by 


ity 
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streets, the property of the hospital extends back 
to the Snake River. On this rear portion of the 
property a nurses’ home will be built eventuaily 
facing directly on the river. At present the 
nurses are quartered on the top floor of the hos- 
pital, cutting the number of beds for patients to 
100. For several miles surrounding the hospital 
there are farm lands but beyond are the lava 
beds and the desert. 


Sponsored by Church 


The Idaho Falls institution is one of a group 
sponsored by the Church of Jesus Christ of the 
Latter-Day Saints, and was constructed at a cost 
of approximately $550,000. It has filled a long 
felt want in the southern part of Idaho. The 
general plan of the building is T-shape, with the 
administrative department at the intersection of 
the T. The kitchen department, part of which 
rises to two stories, is in the basement and occu- 
pies, with the receiving room, refrigerators and 
ice machinery room and kitchen stores, the whole 
of the rear wing basement. A cafeteria for the 
nurses and domestic help, x-ray department, 
hydrotherapeutic department, rest room, drug 
store and pharmacy also are located in the base- 
ment. 

On the first floor the service room occupies the 
central position at the intersection of the corri- 
dors, with the incinerator adjoining. The stairs 
and elevator occupy the intersection of the cor- 
ridors on the south side and next to the elevator 


The painting “Christ Healing the Sick Child,” a copy after Max, the Austrian artist, occupies the wall space behind 


the admittance desk. 


On the panel to the left is the painting, “Roses Coming Over the Wall.” 
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In the reception room are five paintings, “Black Rock on Great Salt Lake at Sunset,” “Spray of Carnations and 


Babies’-Breath,” “Apple Blossom Time,” “Twilight on the River,” “Spray of Roses,” 


and “The Great Falls of the 


Yellowstone.” 


hall is the ambulance entrance. The main floor 
wards are used to a great extent for charity 
cases. 

At the center of the main front is a hall for 
the public, reached through a vestibule, both fin- 
ished with marble wainscotings and trimmings. 
A reception room at the left completes the por- 
tion of the building devoted to visitors. A super- 
intendent’s office communicates with the business 
office and behind this are the doctors’ locker 
rooms and interns’ quarters. 

The second, third and fourth floors are divided 
into private rooms, with those on the fourth floor 
used exclusively for maternity cases. A delivery 
room adjoins the service room. The nursery is 
placed at the rear of the center wing. 


Operating Suite on Top Floor 


The fifth floor, which extends over the central 
portion of the building, contains the operating 
suite. There are four operating rooms, all facing 
north, with specially arranged natural and arti- 
ficial lighting. The laboratory, anesthetizing 
room and nurses’ department are on the fifth 
floor. 

The foundations of the building are concrete to 


the first floor and all outside walls are of buff 
face brick construction, with cement and stone 
trimmings. The floors are of reinforced concrete 
finished in mosaic tile. The floors of the operat- 
ing rooms and the walls to a height of six feet 
are of marble mosaic. 


Little Wood Trim Used 


With the exception of the entrance hall, which 
is paneled in mahogany, there is no wood trim 
in the building. All windows and doors and other 
openings are plastered reveals. All doors are slab 
type, mahogany veneered and all corridors have 
inlaid panels. 

The heating is by vapor system with heat regu- 
lation and natural ventilation. All radiators are 
hung on walls, with piping concealed. A deep 
well was driven in the pump room, with electric 
power pump and emergency gas engine, and 
water softeners were installed for laundry use. 
All water for domestic use is filtered and there 
is an ice water circulating system for drinking 
purposes. In the rear of the hospital is a large 
power house and laundry. This unit is connected 
with the main building by a tunnel lighted by 
sidewalk lights. 
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Treating the Unequal Unequally— 
The Social Worker’s Task* 


By MARY K. TAYLOR 


Social Worker, Presbyterian Hospital, New York City 


HE essence of equality lies in treating un- 

equal things unequally, according to Plato. 

Assuming that we accept the principle that 
equality in hospital work is desirable, let us con- 
sider hospital activities with a view to classifying 
them into those that can best be administered by 
a standardized, mass production method and 
those that must be carried on with a regard for 
the treating of unequal things unequally. 

The range of the problems that confront the 
hospital superintendent is amazing. Committees 
of the American Hospital Association are deal- 
ing with such matters as simplification and 
standardization of furnishings, supplies and 
equipment, clinical and scientific equipment and 
work, public hospitals, Smithsonian Institute 
transparencies, workmen’s compensation, book- 
keeping and accounting, clinical records, public 
health relations, prison medical departments and 
the ability of patients to pay for medical care. 
The efforts of the association to standardize and 
improve the equipment for the physical comfort 
of the patients are praiseworthy. The work of the 
committee that succeeded in reducing the number 
of sizes of blankets from seventy-eight to twelve 
may be cited as an example. Everywhere there 
has been a conscious effort to standardize the 
best, to equalize, to routinize for purposes of 
economy and also for the equalization of comfort 
for the patients. 

The association, however, has shown that it is 
not concerned entirely with the ways of stand- 
ardization. The mutual problems of medical 
practice and administration are considered im- 
portant as is shown by the statement of Dr. 
Howard H. Johnson, superintendent, St. Luke’s 
Hospital, San Francisco: “The hospital that is 
thoroughly institutionalized and standardized in 
its zeal for the ‘case’ instead of being possessed 
by its love for the patient, is a menace to human- 
ity and quite naturally chock-full of problems.” 

The superintendents recognize inequality as it 
is concerned with the assessing and collection of 
fees. Here indeed are stress and strain evident in 


*Presented at the annual meeting of the American Hospital Asso- 
ciation in Atlantic City, N. J 


the face of something that cannot be reduced to 
a standard and a formula. One discussion at last 
year’s American Hospital Association conference 
dealt with how to get the patient’s last cent out 
of the bank. If his check for $45 came back 
marked “insufficient funds,” and he was known 
to have $40 in the bank, the method of reducing 
his bank account to zero was standardized to one, 
namely, depositing $5 to his account, thus mak- 
ing the check good. I refrain from comment, 
because one of the next discussions was on the 
subject of whether social workers are too sym- 
pathetic for the good of the hospital. I, there- 
fore, am not raising the question as to whether 
these gentlemen who were so ingenious in getting 
the patient’s last cent were equally ingenious in 
ascertaining that he could go directly from his 
hospital bed—standardized 78 by 36 by 27—to his 
place of business, collect his first week’s pay in 
advance and thus be able to keep alive the body 
that had reposed in a standardized bed and eaten 
standardized food from standardized china con- 
sisting of forty-two standardized pieces. 


Physical Comfort Chief Consideration 


That ways of securing physical comfort for 
patients could be standardized in other ways than 
by equipment was emphasized recently in a talk 
by a director of a school of nursing. She builds 
the whole training of her nurses around the phys- 
ical comfort of the patient. The sick require 
quiet; nurses, therefore, are taught how to place 
a spoon on the saucer without making a sound, to 
open and close doors and to speak in a low tone 
without whispering. They are taught to make 
beds without bumping against them; they are 
taught not to discuss medical matters in the ele- 
vators. Their whole lives are ordered to give 
them the greatest efficiency in promoting the 
comfort of the patients. Here, too, are standardi- 
zation and perfecting of techniques to deal with 
“equal” things—known desiderata for the sick— 
quiet, repose, comfort. 

Let us pass now to the territory of the “un- 
equal,” that vexing zone that has so many 
unknown quantities—in short, the hospital activ- 
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ities that involve the participation of the patient. 
There are many activities to which the rule of 
treating the unequal unequally may apply, and it 
is perhaps in connection with these activities that 
the point of view of the social worker may be of 
the most use to the superintendent. The atten- 
tion to the “unequal” is the underlying principle 
of the social worker’s task. To quote from “What 
Is Social Case Work?” by March E. Richmond: 
“Success in the particular form of endeavor 
known as social case work demands a high degree 
of sensitiveness to the unique quality in each 
human being. An instinctive reverence for per- 
sonality, more especially for the personality like 
his own, must be a part of a case worker’s native 
endowment.” 

Around this appreciation of the importance of 
the patient may be built as many standards as 
have grown up in schools of nursing. The super- 
intendent with this vision can inspire his subordi- 
nates until the dullest task becomes a service and 
not a drudgery. Even the keeping of statistics 
acquires new meanings when each figure repre- 
sents a human being who is being helped back to 
health. The typing of a positive Wassermann re- 
port means a sentence to disease and misery of 
a man with a life before him which may be con- 
ditioned by his disease and which may bring 
untold sadness to others. I know of one boy who 
committed suicide when told, erroneously, that 
he had syphilis. Can a clerk then afford to be 
careless? Consider the confused, ragged, foreign 
woman who, because she cannot read signs in 
English, asks directions of three people in succes- 
sion as she seeks her way to the clinic where she 
will be told that she must have an operation for 
cancer. In the home from which she has come 
are two small children and a sick husband. 
Unless she can be made well enough to work, 
sadness and want await them. With this knowl- 
edge could even the most careless clerk or porter 
be indifferent to her plight? 


Individual Importance Stressed 


Each patient is a human being of the utmost 
importance to himself and to his friends and 
family, and he is seeking health that he may 
never regain. If he were in a bed in the ward 
every technique used would be to heighten his 
comfort. He may be sicker than the man in the 
bed, but few techniques are used to reassure him 
and to protect him from confusion, delay or 
brusqueness. With reverence for personality as 
the keynote, the techniques that are acquired in 
out-patient service will include attention to every 
detail that promotes understanding and comfort. 
Voices will be low, personal conversations be- 
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tween workers will be taboo, aids will not talk 
with interns while the patients wait, cases will 
not be discussed within hearing and considera- 
tion will be shown alike to the irritable, the for- 
eign, the dull and the disagreeable. The clinic 
will be thought of as a place for curing the sick 
rather than as a cafeteria where as many patrons 
as possible are examined in a day that the 
workers may boast of the way the visits are 
increasing. 


The Technique of Interviewing 


In dealing with the unequal, however, consid- 
eration and courtesy are not all that is necessary. 
Social workers have a tool bag of instruments 
and techniques that they utilize in dealing with 
individuals. The main tool is the interview. 
Social workers have studied such strange sub- 
jects as the art of questioning, the appraisal of 
replies, the repetition of questions so that the 
replies may be a check on each other—‘‘How old 
are you?” Later, “How old were you when you 
were married?” “How long have you been mar- 
ried ?”—how to give enough rope to a person who 
is lying so that he trips himself, and when to stop 
a patient before he has a chance to lie so that the 
barrier of a discovered falsehood will not rise 
between patient and worker. They have been 
taught odd facts about racial backgrounds. They 
must know employment conditions in certain in- 
dustries and standards of living in various dis- 
tricts. Social workers have had to develop skills 
and techniques for making the dull understand, 
for enforcing an unwelcome course of action, for 
bringing up the reserves of influence whether the 
appeal is to reason, to fear, to hope or to some 
outside resource that will influence the patient. 

These techniques of gaining insight into the 
individual and his environment and for influ- 
encing him are the ordinary stock in trade of 
medical social workers. As they go about the 
task of aiding in the diagnosis of the disease and 
the treatment of the individual patient, situations 
in the administrative handling of this patient are 
discovered where these techniques are indicated 
and should be used. Social workers have to undo 
errors and misunderstandings brought about by 
the faulty handling of patients. The patients 
have not understood, they have been frightened 
or antagonized by careless treatment, their con- 
venience has not been consulted, they have been 
run through a machine without regard to the 
inequalities. They have been frightened into a 
lie from which they could not extricate them- 
selves—“I was afraid that if I said we could not 
pay the full ward rate I would be sent to the city 
hospital, so I said that my husband had deserted 
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me. Now what shall I do? He doesn’t dare come 
to see me and if I tell them I have lied I’m afraid 
I’ll be sent away.” In fact, I suspect that in 
some hospitals social workers give more of their 
time to undoing the results of poor administra- 
tive procedure than to their proper task of social 
study and treatment. 

What are some of the phases of management 
that require such skills and technique for treat- 
ing the unequal equally? 

Registration of the new patient involves getting 
accurate identifying information from individ- 
uals who may be suffering, frightened, deaf, illit- 
erate, reticent, feeble-minded, intoxicated, for- 
eign or evasive for fear they will not be admitted. 
Each requires a different technique. The regis- 
trar should know how to spell the common names 
of each language even though the patient may 
politely say, “It doesn’t matter,” if you ask him 
how to spell his name. One should have a certain 
knowledge of streets and neighborhoods. In 
other words, the task calls for more than the ask- 
ing of a set question in a set way and recording 
what the answer sounds like. 


Determining the Fee 


The determination of the fee perhaps requires 
the most skill in dealing with the individual, for 
in addition to the various problems of approach 
the vexing question of income balanced against 
responsibilities must be raised as well as the fact 
that diagnosis and prognosis must affect mate- 
rially the patient’s earning power and future. 
Every technique known to those who deal with 
the individual and his environment is called for 
in this phase of administration. The groping 
after an income scale in order to settle at once 
and forever whether the patient is eligible for 
clinic care and how much he can afford to pay 
for it, is an effort at standardization that may 
work only injustice unless used by someone 
trained to elicit information, to appraise the 
answers to questions, to balance income against 
responsibility and to estimate the margin by 
which expenditures can be reduced without low- 
ering the standard of living. 

What standard budget will cover such deci- 
sions as to whether a patient should discontinue 
sending two-thirds of his pay home to aged 
parents in Poland in order to pay for insulin for 
himself? Analysis of the expenses may show 
large installments due on furniture, radio, last 
year’s winter coats or on insurance too high for 
the income. What standard budget schedule in 


the hands of an inexperienced person can settle 
the question as to whether the patient should be 
expected to give up his furniture or his insurance 
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in order to meet his sickness bills, or whether he 
should continue to pay for an extravagance and 
not for his sickness? Settling these questions 
is a difficult responsibility that must be adminis- 
tered painstakingly case by case by the use of 
such techniques as have been developed for secur- 
ing information concerning the individual case, 
appraising the result in the light of expert 
knowledge of community conditions and economic 
principles and finally determining a procedure in 
line with the hospital’s policies and its budget for 
free care. 

Other details of clinic management involve the 
individualization of the patient. And this is a 
field that is fairly new and is becoming increas- 
ingly important with the tremendous growth of 
clinics and the complexity of their demands as 
specialization renders the care of the individual 
patient more and more difficult to administer. A 
few studies have been made but there is yet much 
to learn. 

Several years ago I participated in the study of 
a minor surgical clinic. One hundred and fifty- 
five cases were studied from the day they were 
admitted to the time they were discharged. 
Every order was noted. The patient’s under- 
standing and his ability to carry out what he was 
told to do were painstakingly inquired into. In 
connection with these 155 cases it was found 
1,866 orders were given involving the patients’ 
participation and understanding—twelve apiece. 
This was about three times as many orders as in- 
volved only the consent or passive participation 
of the patients—those, for instance, that were 
concerned with dressings and splints. And of 
these twelve orders practically all had to do with 
administrative matters such as return appoint- 
ments and refers to other clinics. Instruction 
was given by paid clerks or volunteers. Two dif- 
ficulties per patient caused by poor administra- 
tion were discovered. In other words, about 20 
per cent of the orders was involved. 


Carelessness Causes Failure 


In dealing with matters of health and life, two 
orders, concerned as they may be with important 
matters, such as opinions from other physicians, 
the need for an operation, the securing of medi- 
cation, the correct recording of diagnosis and 
orders, may be of the utmost importance in re- 
storing a patient to health. These administrative 
failures were due to inadequate recognition of 
the importance of the patient which resulted in 
carelessness and indifference, or to ignorance of 
the techniques for handling or influencing indi- 
viduals. They concerned such matters as instruc- 
tion, direction, assessment of fees, obtaining cor- 
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rect identifying data, making appointments and 
recording orders. 

A brief study of a medical clinic over a 
period of eleven days showed that the clerk 
gave an average of twelve explanations and in- 
structions a day on such detailed matters as prep- 
aration for a test meal, complete instructions for 
a gastro-intestinal x-ray and instructions for se- 
curing care in other departments. All of these 
involved securing the understanding and cooper- 
ation of patients of different grades of intelli- 
gence, adjusting appointments to suit the con- 
venience of the patients and discovering any 
obstacle that would be likely to interfere with the 
patients’ carrying out the orders. 


Instruction of Patients Takes Time 


A time study of another clinic showed that in 
an average clinic session of four hours, the clerk 
or aid in charge spent only 35 per cent of the 
time in strictly clerical activities. Most of the 
remaining 65 per cent of her time was used in 
activities that involved instruction of the pa- 
tients. Among her duties was inquiry concern- 
ing the complaint with a view to deciding 
whether the patient should necessarily be exam- 
ined on that day or could be given an advance 
appointment. This involved specific questioning 
as to the nature of the complaint, its duration, 
the patient’s present health and the patient’s ver- 
sion of diagnosis or treatment prior to the time 
she applied to the clinic. The greater part of the 
aid’s time in this clinic was spent in adjusting 
explanations to the varying intelligence and capa- 
bilities of the patients, and most of the techniques 
known to case work were necessary. 

In “What Constitutes Adequate Medical Serv- 
ice” by Dr. Samuel Bradbury—a study of 200 
eases of chronic illness in ambulatory patients 
made at Cornell Clinic several years ago—it is 
pointed out that 699 items of advice were given 
to 169 patients, an average of 4.1 per patient. 
Leaving out such orders as were given directly to 
the patient by the physician concerning diet, 
hygiene, work, adjustment and rest, it is found 
that 540 involved some administrative activity, 
an average of 3.2 per patient. These included 
revisits, refers to other departments, special ap- 
pliances and tests. Of these an average of 2.4 
per patient was carried out. 

The apparently simple task of sending a 
follow-up to a delinquent patient, while it might 
seem to be a definite clerical activity, may in- 
volve such considerations as the following: 

Decision as to whether the problem of infec- 
tion or the serious nature of the illness makes a 
form letter inadequate. This is indeed a matter 
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for the physician to decide, yet often in a busy 
clinic the physician escapes before he can be con- 
sulted, and the aid must be on the alert to notice 
and to bring to the attention of another physician 
or the social worker any possible emergency that 
should not be taken care of in a routine manner. 

Decision as to the type of follow-up that is to 
be used. In dealing with conditions of venereal 
disease, routine follow-up may cause the greatest 
embarrassment to sensitive patients and may 
spoil the understanding that the physician and 
the social worker have been working to bring 
about. The patient has been assured that his con- 
fidence will be respected and protected in every 
way. Following this a letter is sent to his home 
that causes him to be questioned and embar- 
rassed. If a plain envelope had been used, the 
patient would have been spared mental suffering. 

Study of the record might show that there had 
been a conflict of orders. The physician in an- 
other department might have ordered the patient 
to rest in bed or might have referred him to an- 
other institution for surgical treatment. Instead 
of a routine follow-up letter, the letter might 
indicate a conference between physicians. 

From these illustrations I have tried to build 
up a recognition that much of the service to 
patients, especially in out-patient departments, 
involves use of the attitudes and techniques of 
social case work—the treating of unequal things 
unequally. 


More Medical Social Workers Needed 


Just how such service is to be secured for all 
patients has not yet been discovered. Medical 
social workers who are already overburdened 
with their proper tasks as adjuncts to the physi- 
cian cannot take over the managing of all pa- 
tients in all clinics. If all the medical social 
workers in America were willing to be put at the 
task, there would not be enough of them to under- 
take the work. In large clinics if the entire time 
of an individual is needed for admitting or 
assessing or giving information, it has been con- 
sidered advisable that that person should be one 
who has had training in case work methods. 
Experience has shown that good results are ob- 
tained in individual clinics when activities that 
involve the participation of the patients—instruc- 
tion, explanation, follow-up—are directed by the 
social worker assigned to carry on the social 
work for these patients. This would be especially 
necessary in venereal disease and tuberculosis 
clinics. There are two objections to this. The 
first is from the social workers themselves. 

Because of understaffing, because of misunder- 
standing as to the proper function of medical 
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social workers and the corresponding tendency 
on the part of superintendents to use social 
workers as clerks, bill collectors and for the per- 
formance of other activities not properly pro- 
vided for, a feeling has grown up among many 
hospital social workers that they must be pro- 
tected from all administrative duties. This is 
easy to understand. It is my personal experience 
that social workers put enough time into the un- 
doing of poor management on cases brought to 
their attention to make it an economy in the end 
to devote this same energy to the direction of 
activities that have a social component. The sec- 
ond objection is from superintendents who feel 
that it would be poor administration to have the 
clerks responsible to anyone other than the ad- 
ministrator for any details of their work. That 
this is not necessarily confusing we may deduce 
from the fact that nurses in clinics may be re- 
sponsible to the physician for the way in which 
they perform one set of duties, to the director of 
nursing for another set and to the administration 
for still other parts of their service. The fact 
that a social worker directs the type of follow-up 
on a given case should not be considered as jeop- 
ardizing the authority of even the most sensitive 
superintendent. 

This is by no means the last word. Attention 
should be directed to the important social com- 
ponent in the task of medical administration. 
This has been too often neglected under the 
policy of looking only at the surface of clinic 
work, appraising its success from the point 
of view of the number of visits made and the 
amount of revenue received from fees. Two 
methods for testing clinic accomplishments are 
here emphasized: first, the keeping of statistics 
and reports on the basis of the disposition as well 
as of the intake. Were the patients cured or did 
they fail to complete their treatment? Nothing 
is so destructive to smugness as the discovery 
that the majority of patients do not complete 
their treatment. Dissatisfied, they have drifted 
away and have wasted the good medical work 
that had been begun. Yet their ranks have been 
so rapidly filled by new patients in search of heal- 
ing that the number of visits continues to mount, 
to the glorification of the annual report. 


Group Study Suggested 


The second method is the one that was worked 
out by the Committee on Dispensary Develop- 
ment of New York and used in the study of a 
minor surgical clinic. Let a group of patients 
be studied one at a time through the clinic proc- 
esses. Let their misunderstandings and their 
uncertainties be watched. This takes time, and 
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even if it is done on a moderate scale it is sonie- 
what expensive and will have to be carried on 
by someone with an understanding of the prob- 
lem. Such a study, however, will show up as 
nothing else can the real needs in the adminis- 
trative service to patients as seen through the 
patients’ eyes. 

In the necessary and profitable efforts of hos- 
pital executives to standardize hospital equip- 
ment and to improve the administration of their 
institutions, it would be well if they would ac- 
cept as the standard for the administration of 
activities that involve the participation of the 
individual patient, the difficult and challenging 
standard of treating the unequal unequally. So- 
cial workers are anxious to help in this effort, 
whether or not they engage personally in admin- 
istrative duties. 


Research Institute Is Urged 


Dr. Michael M. Davis, in his recent monograph 
on “Hospital Administration: A Career,” points 
out that hospitals in the United States involve 
almost a billion dollars annual expenditure, over 
four billion dollars of invested capital, the em- 
ployment of about 600,000 persons, the care of 
from ten to twelve million sick persons annually, 
the education of the medical and nursing profes- 
sions and intimate relations to the sciences and 
arts dealing with the study, treatment and pre- 
vention of disease. He states further that no 
systematic training for hospital administration 
is now available in any educational institution 
and suggests that the fundamental present need 
is for a research institute in hospital and clinic 
administration. This article clarifies the ele- 
ments in hospital administration. 

In the past, because of the rapid growth of the 
field, more attention has of necessity been given 
to the business aspects of administration. There 
is, however, increasing realization of the impor- 
tance of the community and professional aspects. 
Doctor Davis makes clear the need for a research 
institute in hospital and clinic administration and 
outlines a suitable course of study. It is not im- 
probable that the Institute of Human Relations 
projected at Yale University will concern itself 
with the whole subject of hospital management 
especially in its community and _ professional 
aspects. 

Is it, therefore, too much to hope that both 
hospital administrators and social workers may 
receive in the near future the benefit of expert 
study of the social component in hospital admin- 
istration? Enlightenment as to how best to meet 
its requirements will go far toward improving 
the service to the sick. 
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International Newsree! 


Automobile Accident Victims as a 
Burden to Hospitals 


By J. B. FRANKLIN 


Superintendent, Georgia Baptist Hospital, Atlanta, Ga. 


that 27,500 fatalities occurred in automobile ac- 

cidents in 1928, and that approximately 800,000 
men, women and children were seriously injured 
through automobile accidents during the same 
year. This authority states further that about 
one death in every six arises from accidental 
causes and that the automobile is responsible for 
one out of every four accidental deaths. 


What Statistics Show 


[ IS estimated by the National Safety Council 


Since 1911 the number of accidental deaths has 
increased 20 per cent and the number of automo- 
bile deaths has increased 1,050 per cent, while 
railroad deaths have decreased 37 per cent and 
street car deaths have decreased 44 per cent, 
according to figures furnished by the National 
Safety Council. 

In 1928, it is said, there were eleven times as 
many automobile fatalities in the United States 
as occurred in 1911. 

Only a few years ago industrial accidents placed 
a heavy burden upon hospitals. Injured workmen 


were rushed to hospitals for care and attention 
and no obligation was recognized by industry to 
the hospital and medical profession. Hospitals 
and doctors were expected to care for the injured 
and to collect for their services from the patient, 
if that could be done, or to charge the account off 
to charity. This condition finally was recognized 
as a travesty on justice and a remedy was sought 
and found. The fundamental and basic principle 
that industry should bear the cost of accidents to 
workmen was definitely and permanently estab- 
lished. The Workmen’s Compensation Law fol- 
lowed and in one form or another has been adopted 
by practically every state in the Union. The law 
specifically provides for the payment of hospital, 
doctor and nurse accounts. The automobile on 
the streets and highways of our country causes 
more injuries and fatalities than does industry 
and yet practically nothing has been done to pro- 
vide relief to hospitals and doctors in caring for 
automobile injuries. It would seem only fair 
that the automobile industry in some way should 
bear the burden of caring for its victims, just as 
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industry in other lines is required to bear the 
burden of its victims. 

The question may be asked, why is relief 
needed? Why does not the injured pay his own 
expenses for hospital, doctor and nurse service? 
The answer has several angles. Needless to say, 
failure to pay is often due to financial inabil- 
ity. In many cases also the injured feels that he 
has a right to accept hospital and doctor service 
without cost to him, and becomes indignant when 
asked to pay. He feels that his injury is already 
too much hard luck without having to pay for re- 
habilitation. He feels that the person responsible 
for the accident should be required to pay, and 
acts on that theory. Often the person responsible 
for the accident is not known to the hospital or is 
wholly irresponsible financially. Somehow the 
principle should be definitely established that the 
one receiving the service of the hospital and doc- 
tor is the one who is primarily responsible for 
paying such accounts. 

And, too, hospitals are often victimized by a 
compromise settlement made by and between the 
attorney for the injured and the insurance com- 
pany or the one responsible for the injury, rather 
than have the case taken through the different 
courts. In such cases, naturally, the lawyer col- 
lects his fee, and often the patient does not have 
left a sufficient amount of money t» pay his ac- 
cumulated bills in the hospital and in the home, 
with the result that the hospital bill is not paid. 


Complete Data Not Available 


Hospitals generally throughout the United 
States seem to be chafing under the burden placed 
upon them because of their service, without pay, 
to so many automobile accident victims. But hos- 
pitals as a rule have not so tabulated their figures 
and cases as to be able to furnish full data on the 
number of automobile accident cases treated, the 
number that have paid, those that have not paid 
and the amount of the losses in dollars and cents. 
Some hospitals, cities and states have been gath- 
ering data along this line. Recently Superin- 
tendent S. G. Davidson of Grand Rapids made a 
survey of some of the hospitals in Michigan. Ten 
hospitals, for a given time, lost $29,410. 

New Jersey, in 1928, authorized a special com- 
mission to study state and county aid to general 
hospitals throughout the state. This commission 
has made an interesting and illuminating report. 
“Nineteen hospitals whose highway accident cases 
were studied in detail show 1,781 patients with 
22,440 hospital days (5,063 private and semipri- 
vate and 17,377 ward days). Of the total hospital 
bill of $106,000 the hospitals have been able to col- 
lect only 56 per cent, $46,850 remaining unpaid; 
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the majority of the hospitals report that they do 
not expect to recover even a small portion of that 
amount,” the report states. 

“All of the hospitals say it is exceedingly diffi- 
cult, if not entirely impossible, to collect a large 
per cent of the bills for highway accident cases,” 
the report continues. “The insurance companies 
usually pay the injured person who in turn leaves 
the hospital without paying his bill.” The report 
further states that “twenty-nine hospitals lost 
$336,000 through failure of highway cases to com- 
pensate hospitals for services rendered.” 


Ohio Reports Are Studied 


The Ohio Hospital News, under date of April 1, 
1929, states that the Ohio Hospital Association is 
making a detailed study of the losses suffered by 
hospitals in nine Ohio cities in giving service to 
automobile traffic victims. At that time reports 
had been received from ten hospitals and the fol- 
lowing significant statement is made: “There are 
thirty-five general hospitals caring for traffic acci- 
dent victims in the cities being surveyed. Twenty- 
five have not yet reported, but from the reports 
received it may be assumed that Ohio hospitals 
are suffering an annual loss of $250,000 from traf- 
fic service rendered.” 

It is assumed that hospitals in other states are 
having a similar experience and are sustaining a 
similar loss. Without a doubt the hospitals of the 
United States are heavy losers each year through 
automobile accident victims. Out of 800,000 in- 
jured by automobiles last year, let us assume that 
50 per cent of these were able to go home and 
required no hospital service, and let us assume 
further that the other 50 per cent, or 400,000 
people, were rushed to hospitals to be treated. We 
may safely estimate that half of this number, 
200,000, required only emergency or first aid 
treatment and were then able to go home. Proba- 
bly one-half of these, 100,000, could not pay any- 
thing and cost the hospitals $1,000,000, including 
x-ray plates, splints and surgical dressings. Half 
of the other 200,000 injured are classed as free 
and probably stayed in the hospitals on an aver- 
age of ten days each, some remained for less time 
and some remained for several months, making a 
total of 1,000,000 hospital days at an average cost 
of probably $4.50 per day or an estimated total 
expense of $4,500,000 per year. This amount plus 
the loss on emergency cases runs the grand total 
of estimated loss to hospitals of the United States 
up to $5,500,000 annually. 

Our difficulties cannot all be cured in a day; 
they cannot all be cured by legislation; they can- 
not all be cured by education; they cannot all be 
cured by engineering skill. A combination of all 
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will go a long way toward eventually solving our 
problem. 

But regardless of how people may be educated 
and regulated, accidents will happen, sometimes 
unavoidably and often through carelessness. Hos- 
pitals generally are interested in being protected 
against financial loss when they spend their good 
money in taking care of those injured. 

A remedy must be fundamental and capable of 
general application. Local schemes may help both 
temporarily and permanently, but a general rem- 
edy is what we are seeking. A thing that is fun- 
damental and capable of general application will 
have to be written into the statutes of the sev- 
eral states. No voluntary or discretionary meas- 
ure will meet the situation and as I see it, it must 
be compulsory. 

In this, as in other things, an ounce of preven- 
tion will be worth a pound of cure. Our remedy, 
in large part I believe, lies in prevention of acci- 
dents. This can be done in many ways. 

Engineering improvements of highways, the 
proper construction of roads, the elimination of 
railroad grade crossings, building road beds of 
sufficient width and other safeguards will help. 

Appropriate legislation enacted and properly 
enforced is needed. Every individual who oper- 
ates a car on our streets and highways should be 
required first to obtain a driver’s or chauffeur’s 
license. The National Conference on Street and 
Highway Safety, organized in 1924 under the 
chairmanship of President Hoover, adopted a 
comprehensive program for traffic control includ- 
ing a Uniform Vehicle Code that provides for an 
Operator’s and Chauffeur’s License Act. The 
adoption of this Uniform Vehicle Code in full by 
a state will help the traffic situation in that state 
tremendously. The National Conference states: 


License System Approved 


“There can no longer be doubt as to the efficacy 
of a law requiring that no unlicensed person be 
permitted to operate a motor vehicle, and that all 
new candidates for an operator’s or chauffeur’s 
license must pass an examination to obtain this. 
Such a law has been in effect for several years in 
some twelve states, and in practically all cases 
these states show a more favorable accident rec- 
ord than the average for all states. A small per- 
centage of incompetent applicants fail after re- 
peated examinations and are forever kept off the 
highways. A much larger percentage, failing 
once, pass ultimately but only after diligent work 
in learning the regulations and principles of safe 
driving. A license law such as is proposed has 
another important feature in the provision for 
suspension and revocation of licenses to remove 
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from the highways those who, after receiving 
licenses, prove themselves incompetent and cause 
accidents or commit serious violations of the 
motor vehicle laws.” 

Arizona, California, Connecticut, District of 
Columbia, Maryland, Massachusetts, Michigan, 
New Hampshire, New Jersey, Pennsylvania, 
Rhode Island and Vermont require an examina- 
tion of drivers before granting license. Delaware, 
Maine, New York, Washington, West Virginia and 
Wisconsin provide for an examination of drivers 
but make the examination optional. 


Fees Pay for Accidents 


I understand that one state, perhaps Michigan, 
has or will propose a law charging a fee for a 
driver’s or chauffeur’s license, and this fee money 
is to be used in paying the cost of automobile 
accidents. This plan strikes me favorably and 
may be our best solution of the problem. It is 
simple and practical and places responsibility 
where it belongs. 

And we need to have strict enforcement of 
street and highway regulations. It will cost less 
to prevent an accident than it will cost to try to 
cure one. Police patrol of streets and highways 
will cost less in dollars and cents than doctor and 
hospital bills and smashed cars, to say nothing of 
the saving of human lives and the prevention of 
human suffering. When a public conscience is 
once aroused on this subject we will wonder why 
we ever permitted such wanton recklessness and 
disregard for the lives and rights of others. 

The public also can be educated to be more care- 
ful and this will prevent accidents. A public con- 
science once aroused will play no small part in the 
solution of our problem. Our daily and weekly 
papers and magazines can give this education. 

Speeding is a prevalent and dangerous craze 
and should be dealt with most severely. 

Robert I. Catlin, secretary of a large insurance 
company, estimates that “Not over 25 per cent of 
the automobiles operated in this country are in- 
sured, from the standpoint of insurance affecting 
personal injuries and property damage. Further- 
more, most of the automobiles insured are those 
located in cities and territories immediately adja- 
cent.” And most likely a large majority of the 
cars now insured are owned by people who are 
able to pay for damages. The careless, indiffer- 
ent and irresponsible owner will not provide pro- 
tection until forced to do so. 

Compulsory liability insurance, no doubt, would 
be a step in the right direction, but whether it can 
be made to solve the difficulty is another question. 
My judgment is that the solution must be under 
state control. 
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Every automobile owner should be both legally 
and financially responsible for injuries and dam- 
ages to person and property caused by his or her 
ear. Our streets and highways are public prop- 
erty, created for the benefit and convenience of 
the public, and no person has a right to use such 
property to the detriment of others. The inno- 
cent injured should not be made to suffer phys- 
ically or financially or both, without redress, and 
those who are innocent helpers of the injured, 
such as hospitals and doctors, should be protected 
against financial loss incident to such assistance 
and service. A compulsory liability insurance law 
may bring about much dissatisfaction and fail in 
one of its primary purposes unless hospitals and 
others giving service to the injured are given first 
lien on the proceeds of the damages, and unless 
there is provided an appeal from the decision of 
the insurance adjustor to some adjudicating 
state board, thus avoiding a multiplicity of law- 
suits. 


Massachusetts Law Unsuccessful 


Massachusetts has a compulsory liability insur- 
ance law that has not proven a harmonious 
success. More experience and some amendments 
may help the situation. The law at present is not 
satisfactory to hospitals. 

I understand that New Hampshire has a law 
that provides that anyone causing a personal in- 
jury or damage to property shall either compen- 
sate for the damage or surrender the operator’s 
license pending the disposition of the claim. Many 
seem to prefer this plan. To me, it is very much 
like locking the stable door after the horse has 
been stolen. Such a provision is all right for 
those who are able to pay for damages but unsat- 
isfactory to hospitals in cases that are not able to 
pay. One such accident, caused by an irrespon- 
sible person or by a nonstate resident may cost 
a hospital $500 to $1,000. The cancellation of the 
driver’s license would mean practically nothing, 
but the loss of the account would mean something 
to the hospital. 

New York State attempted last January to solve 
the hospital automobile accident situation by leg- 
islation. A bill was introduced in the senate giv- 
ing a lien to hospitals on obtained damages, but 
there was so much opposition to the measure from 
large business corporations, including railroads, 
on the basis that it would delay settlements, that 
it was never reported out of committee. C. E. 


Ford, chairman of the Legislative Committee of 
the Hospital Association of New York State, now 
thinks the best chance for relief may come from 
asking for a lien on damages that come to judicial 
settlement. 
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J. R. Mannix, executive secretary, Ohio Ho .pi- 
tal Association, says: “The trustees of this 
association believe that some type of protec‘ive 
legislation is the only solution to this problem. In 
view of the experience in the state of Massachu- 
setts as regards the compulsory automobile lia»il- 
ity insurance law, the trustees do not believe a 
compulsory insurance is the answer to the prob- 
lem. We do, however, hope to have a definite bil] 
to present to the next meeting of the legislature 
of this state, in January, 1931, which we hope 
will be the solution of this problem.” 

From a subsequent letter received from Mr, 
Mannix, I understand that the Ohio Hospital 
Association will request the legislature of that 
state to appropriate a definite sum of money suf- 
ficient to cover the cost of automobile accident 
cases, to be divided and paid to hospitals of the 
state on the basis of the number of automobile 
accident patient days the hospitals may have. 

We see, therefore, that some of our foremost 
thinkers are US the opinion that relief from this 
problem lies in state aid under a general and 
direct appropriation for the purpose. I can- 
not but feel that the automobile industry and the 
users of cars should bear the burden of automo- 
bile accidents and not shift it to general taxation. 

Hotels and boarding houses are protected by 
law against guests leaving without paying for 
service received. Undertakers are protected by 
law against loss for service, provided the deceased 
left any effects. Why cannot hospitals be pro- 
tected? I would like to see a law passed fixing defi- 
nite responsibility upon the patient, if an adult, 
or upon parents or guardian if a minor, for hos- 
pital and doctor bills and, in accident cases, fixing 
equal responsibility with the patient upon the 
owner and driver of the car, vehicle or apparatus 
responsible for or causing the accident. 


Provisions Are Proposed 


And I would like to see a provision making it 
unlawful for 2 patient to leave a hospital without 
making satisfactory financial arrangements with 
the hospital for his or her account, under penalty 
of arrest and a fine, or a jail sentence or both, to 
be inflicted at the discretion of the hospital, upon 
the patient who leaves without making satisfac- 
tory financial arrangements, and also upon the 
person or persons who may aid the patient in 
leaving without making such satisfactory finan- 
cial arrangements. And I would apply the same 
penalty to those giving bad checks on account. 
Such a law would be a wonderful help to hospitals 
in relation to different classes of patients, would 
practically eliminate deadbeats, ‘and would, in 
large measure, solve the present problem. 
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The Demand tor Trained Men 
Nurses 


By KENNETH T. CRUMMER, R.N. 


Philadelphia 


men nurses and this demand reflects a 

definite need. With less than 5,000 graduate 
men nurses in the United States to approximate- 
ly 7,000 hospitals, a ratio of less than one grad- 
uate to each two hospitals, it is manifest that 
the demand exceeds the supply. Moreover, the 
need has been expressed in a positive way many 
times by patient, doctor and woman nurse. 

It has been expressed by the search on the 
part of hospitals and institutions for capable 
men graduates, by medical practitioners who are 
able to give a man more nursing cases than he 
can handle, by the opinion of thoughtful women 
nurses who see in the man nurse protection to 
their own womanly sensibilities and limitations. 
A former professor in one of our large medical 
schools told me of his anxiety in entrusting a 
postoperative rectal case to an untrained, unin- 
telligent orderly, necessary because the hospital 
had no men nurses and women nurses were not 
allowed to care for this type of case. A surgeon 
expressed satisfaction that his cases were in a 
hospital that trains both men and women. 

Opinions such as these are no reflection on the 
work and training of women nurses but simply 
recognition of things as they are. Intelligent 
women nurses realize that there are patients who 
prefer men to care for them even when there is 
no evident reason why a woman should not at- 
tend them. An intelligent woman nurse recog- 
nizes that certain cases and situations exist from 
which she would prefer to be excused. Say what 
you will of professional necessity, a young wo- 
man of delicacy of feeling who happens to be a 
nurse retains, and should retain, that fine delicacy 
of feeling. Certainly she wants to do so. Eleanor 
Hallowell Abbott pointed this out in “The White 
Linen Nurse” when she said, in substance, that 
no physician would ever think for a moment of 
having a male nurse-for his mother, sister or 
wife, but many were perfectly willing to send a 
voung woman nurse into comparable situations. 

In respect to the need for men nurses of right 
type and skill there is abundant testimony from 


(ims is a definite demand for well trained 


women leaders in the nursing field. Sara E. 
Parsons, R.N., formerly superintendent of 
nurses, Massachusetts General Hospital, Boston, 
and organizer of a number of schools of nursing 
in New England and the Middle Atlantic states, 
speaks of this need in “Nursing Problems and 
Obligations” (Whitcomb & Barrows, Boston) 
when she states: “Considering how essential men 
nurses are, the medical world has been singularly 
apathetic in making any effort to improve their 
status. There are certain conditions and 
circumstances where men patients prefer and 
ought to have men nurses instead of women. 
Alcoholics and certain types of genito-urinary 
and mental cases need intelligent, well trained 
men nurses. We need them in our institutions 
and yet what are we doing to make such work 
attractive and desirable or what can we do to 
make it so?” 


Need for Men Is Obvious 


The need for men nurses equivalent to women 
of the profession in skill, professional standards, 
training and social backgrounds seems so obvious 
that it scarcely demands elaboration. The phy- 
sician sees accomplished by their training better 
care for his patients. The woman nurse sees her 
own objective (the efficient care of sick people) 
more easily and surely gained. The man patient 
has more confidence in the hospital because such 
things as enemata, catheterization, bladder ir- 
rigations, urological and rectal dressings are no 
longer things of dread, uncertainty and mistakes. 

In spite of all this the general hospital can get 
along without men nurses and without training 
them. Many of us think patients will not be 
cared for as adequately as they should be and 
many of us think that if they are fully cared for 
by young women nurses a wrong is being done 
the latter. But while we believe that the general 
hospital is not working to full efficiency without 
having on its staff men as well as women nurses, 
graduate and pupil, patients can and do get well 
without these men nurses, and a woman can do, 
if you choose to require it of her, anything for a 
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man patient that a man nurse could do for him. 

But in the psychiatric hospital the situation is 
radically different. Here the essentials have to 
do not with nursing as work, but with nursing as 
a fine art, calling for personal qualities exacting 
in standard and of high degree. Here women 
nurses are needed for women patients and men 
nurses for men. The psychiatric man nurse has 
to know how a man feels, he must be able to enter 
with him into sports and games, understand his 
man’s problems, enjoy the things he enjoys, enter 
into his life, be nurse, brother and on occasion 
father to him, encourage, hold back and even 
sometimes think for him. 

With men mental patients women nurses are 
useful also. But they are useful in a secondary 
way because of their womanly qualities and are 
not absolutely essential as are the men nurses. 


Mental Hospitals Need Men 


Mental hospitals, in order to get anywhere, 
must train men. The days of the brutal or un- 
thinking attendant are almost gone and psychi- 
atry and mental hygiene have advanced too far 
to tolerate handicaps for the mentally ill. The 
fact that psychiatric hospitals can get the best 
results with their men patients only by employing 
men nurses of skill, good background, ambition, 
high in intelligence and unquestioned integrity 
explains, no doubt, why the most successful 
schools for men nurses are in psychiatric hos- 
pitals affiliating, of course, with good general 
hospitals. For these nurses must have the very 
best all-round training. 

One cannot speak of men nurses in psychiatric 
hospitals without yielding to a desire to explode 
an old fallacy, the ancient, cobwebbed myth that 
men nurses are found in mental hospitals because 
of “superior strength required in handling men- 
tal patients.” Nothing could be more ridiculous. 
Coercion, arbitrary force or unprescribed re- 
straint do not constitute nursing. Neither are 
they factors of importance in any plan of ad- 
ministration in modern mental hospitals. 

So much more is now required of the mental 
nurse in knowledge, personal fitness and in 
breadth of training than of the nurse with gen- 
eral training only, so different are their aims and 
hopes for the future, that there is a feeling, felt 
by few but existent nevertheless, that a more 
appropriate and descriptive term should be found 
for them than the inadequate word “nurse.” 

Important as the man nurse is in the hospital, 
he is indispensable when the patient’s convales- 
cence begins and he goes home. These are im- 
portant days to the patient not yet entirely well. 
These are the days when the man nurse helps to 
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bring more complete and final recovery by estab- 
lishing, encouraging and participating in the pa- 
tient’s hobbies, interests and sports. 

Hospitals will never find the matter of training 
men as nurses satisfactory or profitable until they 
are willing to go to some trouble. Training men 
nurses who are not worth while is wasteful and 
unjust to the hospital and to the patients they 
will care for after graduation, to say nothing of 
the wrong done to the employing doctors who 
find they are not getting the real article. Train- 
ing that is partial or less than sincere is unjust 
to the man himself. The factors that are likely 
to bring success to such an undertaking are 
many. Some of the more essential are listed as 
follows: 

1. As careful selection of men applicants for 

training as of women. 

2. The same educational prerequisites. 

3. Offering education and a future worthy of 

a man of right type, ability and intelli- 
gence. 

Courage enough on the part of the train- 
ing school to weed out ruthlessly the unfit 
for any reason—scholastic, professional, 
ethical or moral. 

The selection of manly men. There is no 
place in real nursing for effeminate men. 
The use to some extent of men teachers 
and men supervisors. The matriarchal 
system has as many objections in the edu- 
cation of men nurses as it has in general 
education with older boys and men. 

A real interest in the problem and the 
maintenance of as high standards for men 
as for women in the school of nursing and 
the hospital. 

Suitable living quarters. 


Students of High Quality 


There are other factors but these will suffice. 
Psychiatric hospitals that maintain successful 
training schools for men have provided these nec- 
essaries and more. Their students come from 
across the continent, from Canada, from the Old 
World, South Africa and the Philippines. They 
are of a sort from every viewpoint—physically, 
mentally, morally—equal to a group of selected 
young men in any educational institution. They 
are able professionally. Their scholarship is 
high. Their ambitions for service and success 
are not easily appeased. They are probably su- 
perior to the same number of young men taken at 
random from any academic group. 

I believe hospitals should train men as nurses. 
General hospitals can do it successfully if they 
so desire. 
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A Hospital Designed to Meet 
Unusual Needs 


By THE REV. CHARLES HENRY WEBB, Director, St. JOHN’s HOSPITAL, BROOKLYN, N. Y., HENRY C. WRIGHT, 
CONSULTANT, NEW YORK CITy, AND LORD & HEWLETT, ArcuirTects, NEw York CIty 


Church Charity Foundation of Long Island, 

dedicated December 29, 1928, and opened to 
patients January 11, 1929, differs from other hos- 
pitals in many respects. 

In planning the new unit hospital officials were 
confronted with the necessity of utilizing build- 
ings already occupying the four corners of the 
site, 400 by 336 feet, and connecting them with 
the new structure so that all might be used to the 
best advantage. On one corner of the location 
was the old 100-bed hospital which was to be 
transformed into a hospital for chronics and con- 
valescents. On another corner was a home for 
the aged and blind. On the third corner was a 
Sisters’ house and on the fourth corner a nurses’ 
residence. 

After an extensive study of the needs to be 


S T. JOHN’S Hospital, Brooklyn, N. Y., of the 





Perspective of St. John’s Hospital, showing the Sisters’ home at the left and the chapel at the right. 


fulfilled a “K’’-shaped layout was decided upon 
for the buildings. Such a form would allow all of 
the structures to be tied together but care was 
taken to avoid the defect of a dark center where 
the different units of the buildings were joined. 
This was obviated by separating the “leg’”” mem- 
bers of the “K” where they join the head and also 
by separating them from the head member by 
stairways and elevators. By this means the cen- 
tral space was lighted from three sides. The 
shape of the building and the separation of the 
members as indicated make every portion of the 
hospital light and airy. 

Between the new hospital building and the home 
for the aged is the chapel, connected by a cross 
corridor. In the basement of this chapel is a small 
mortuary chapel connected with the main hos- 
pital and with the home for the aged by tunnels. 
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Thus it is easily accessible and available for 
mortuary purposes and for funeral services when 
the congregation is not of a size requiring the 
main chapel. 

The hospital has two entrances and two waiting 
lobbies for visitors, both adjoining the main in- 
formation desk. The lobby entered by the main 
entrance will be used by visitors to private 
patients; the auxiliary waiting lobby is ap- 
proached by a side entrance and will be used by 
visitors to ward patients. A separate elevator is 
adjacent to each waiting lobby. 

The hospital consists of three units—a head 
and two legs. In each of these units is a sun 
porch, and on top of the main portion of the hos- 
pital is a large, octagonal, two-story solarium, 
enclosed in ultraviolet ray glass. This solarium is 
served by two elevators and is used by all con- 
valescent patients. The solarium opens onto the 
roof of the two members, on which are protected 
sun porches for bed or chair patients. The roof 
itself is of tile and generally serviceable for 
ambulatory patients. 

It was the feeling of those planning the hos- 
pital that the main entrance lobby should be such 
as to create an atmosphere of both dignity and 
comfort—extending to visitors a feeling of con- 
fidence and hospitality. Accordingly the main 
entrance lobby is paneled in walnut almost to the 
ceiling, presenting a rich appearance. The room 
is furnished with easy chairs and decorated with 
ferns and cut flowers. 

The top floor of the head, or private pavilion, of 


~~ 
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the hospital, is occupied by operating rooms and 
their auxiliary services. There are two major 
operating rooms with a sterilizing room between, 
and over this sterilizing room are observation hal- 
conies enclosed in plate glass and thoroughly 
ventilated. These balconies are approached from 
the corridor, making it possible for visitors to 
observe operations without entering the operating 
room. The operating rooms are free from any 
fixtures except the artificial operating light. In 
addition to the main operating room there are two 
minor operating rooms served by a _ separate 
sterilizing unit. All sterilizers, including instru- 
ment and utensil sterilizers, are of the concealed 
type. The freedom from steam or vapor makes 
it feasible to place the instrument cases in the 
sterilizing room. 

One central nurse’s desk controls an entire floor 
of the hospital and the service to sixty patients. 
This desk is located where the two legs of the 
hospital meet and has visual control of all rooms 
of the legs. No person can come on the floor 
without facing this desk. All doctors entering or 
leaving the floor must pass this desk. In front 
of the desk is a waiting alcove for visitors and also 
for special nurses off duty. The call lights over 
the doors of all rooms can be seen from this desk, 
except those of the private rooms in the “head.” 
Calls for these rooms are recorded on an annun- 
ciator in front of the desk, which is double-faced 
and can be seen both by the control nurse and 
also by the nurses waiting in the alcove. 

All patients’ charts are kept at the desk in spe- 


The main lobby, with its conveniently arranged information desk, is attractively paneled in walnut. 
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The solarium, with its decorated walls, is one of the most popular rooms in the 


cially designed cabinets. Here, too, are writing 
tables where interns and nurses make out their 
charts. Thus the charting is done under the direct 
supervision of the control nurse. 

Utility service is complete on each floor but 
partly centralized and partly distributed. Ad- 
joining the service space and in the head of the 
hospital is a complete utility room containing 
blanket warmer, rubber sheet dryer, saline cabi- 
net, ice cap facilities, medicine closet and flower 
room. About half way down each leg of the hos- 
pital are auxiliary utility rooms for local service, 
but not as fully equipped as the main room. At 
each end of the legs also is running water so that 
the distance to be traveled by a nurse for obtain- 
ing or emptying water is but comparatively few 
feet. In addition there is running water in each 
room and between each pair of private rooms is a 
toilet. 

A system of pressure sterilizing has been 
adopted throughout the hospital. In the utility 
rooms is a concealed utensil and instrument 
sterilizer instead of the open boiling sterilizer. 
This type of installation eliminates all steam and 
heat from the utility rooms. 

The hospital has many semiprivate rooms of a 
type designed to obviate the usual arrangement 
where one bed intervenes between the other bed 
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hospital. 


and the window. The semiprivate two-bed rooms 
in this hospital are made fifteen feet six inches in 
width and each bed has its own window. A curtain 
can be drawn across the room separating it into 
two portions, each with a bed. The foot ends of 
the beds would come very close together were they 
not staggered, but by staggering them there is 
free service about each bed. This type of room 
occupies somewhat more space than the usual 
style, yet it seems to be warranted by the addi- 
tional comfort, light and air that it furnishes to 
both patients in the room. 

The value and convenience of a flap door to 
private rooms in addition to the regular door has 
long been recognized. These doors have at the 
same time been an inconvenience owing to the 
fact that they must open out into the corridor, 
while the main door opens into the room. This 
method of hanging the flap door has made it 
necessary for the nurse, when she has something 
in both hands, to open it with her foot by pulling 
it backward toward her, an awkward and incon- 
venient procedure. To obtain the advantage of 
this type of door and yet overcome its disad- 
vantages, a new type of door was devised for St. 
John’s. Steel doors were used and the flap door 
was made integral with the main door, hanging 
on the same series of hangers and swinging in the 








THE MODERN HOSPITAL Vol. XXXITI, No. 5 


OLD 
HOSPITAL 
BLDG 


—- ff ro The plot plan and 
[ arrangement of the 
first floor are shown 
at the left. This 
drawing indicates 
how the new units 
were built to join 
the structures al- 
ready in use on the 
four corners of the 
hospital site. 





AGtOD @ BLIND 


FoR THE 


HOME 


SisTees’ 


HOME 











The second floor 
plan, at the right, 
shows how the cen- 
tral desk gives the 
nurse in charge 
visual control of all 
rooms in each wing. 
Directly in front of 
the desk is the 
nurses’ waiting al- 
cove. 






































T, No.5 November, 1929 THE MODERN HOSPITAL 





tL and 
f the 
shown 
This 
icates 
units 
join 
al- 

2 the 
F the 


> 
. 


Above is one of the set-up tables 
for the food trays. At the left is 
the special type of closet designed 
for use in the private rooms as a 


substitute for a dresser. 


same direction. When it is unlocked from the 
main door it swings separately but in the same 
direction. When a patient is convalescent and 
finds it entertaining to have the door open, the 
main door may be swung back where it auto- 
matically catches and the flap door is released. 
The flap then occupies the opening except for 
about two feet at the bottom and a similar space 
at the top. 

This door arrangement would have been impos- 
sible had it been necessary to use the ordinary 
type of door closer, but a new design that is in- 
stalled in the buck was used. It operates by 
means of a chain fastened in the back of the door 
and is just as efficient as the ordinary door closer. 
The latch on the door is of the bullet type, sliding 
into a plate designed with a depression rather 
than a socket. Thus the door closes without the 
snap of a catch and is opened from the outside 
merely by pressing against the door. No lever 
or knob need be turned to open the door. The 
door in operation is proving satisfactory and a 
great relief to the patient because of its noiseless- 
ness and the fact that the patient may have the 
door open and still be concealed from those pass- 
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The new type of flap door appears above used as an 


ordinary door. 


ing in the corridor. These doors also have a new 
type of hinge that entirely eliminates the open- 
ing between the door and the buck when the door 
stands ajar. The ordinary type of hinge permits 
one passing along the corridor to see a patient in 
bed, even when the door is but partly open. 

All food trays, including those for the wards, 
are set up in the main kitchen. There are three 
specially designed set-up tables, one for each wing. 
The trays leave the table at the rate of about 
four a minute. These, when checked over by the 
dietitian or assistants, are placed on electric 
dumb-waiters, of which there are two for each 
set-up table. These dumb-waiters open into a food 
service room at each floor. In this room are an ice 
box, a small stove with a vapor oven wherein food 
may be held hot, and tray carts. The tray carts 
hold six trays, or the contents of one dumb-waiter 
car. As the dumb-waiter arrives at the food 
service room, its six trays are placed in a tray cart 
and distributed to the patients in private rooms 
or in wards. Since there are two dumb-waiters 
serving each food room, the trays arrive nearly as 
fast as they can be delivered to the patients. 
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Each private room has an inset metal closet 
with two doors and two compartments. One com- 
partment is for clothing and the other consists of 
shelves, two locked drawers and a compartment 
with an inner door for bedpan and urinal. This 
subdivided compartment is intended as a substi- 
tute for a dresser and also for corresponding 
facilities in a bedside table. In each room a dress- 
ing table with mirror is substituted for a dresser. 
This dressing table is of more service than a 
dresser in that it not only answers the purpose of 
a stand for flowers, but also is used as a writing 
table. By using a compartment closet, more space 
free from furniture is provided in the room. Each 
room has a lavatory in a closet enclosed by a door. 
A toilet also is accessible from each room. 

A telautograph connects the information clerk 
with the ambulance station, thus making it pos- 
sible to keep an accurate time record of all orders 
delivered to the ambulance driver, including a 
report from the driver upon return from a call. 

To x-ray and pathological laboratories about 
4,000 square feet are devoted; to delivery service, 
1,000 square feet; to operating suite, 3,700 feet, 
and to physical therapy, 660 square feet. In the 
main kitchen department, including the diet kit- 
chen, there are about 3,900 square feet of space. 
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Here the flap is in 


use, allowing semiprivacy. 
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The Cheering Stimulus of Poetry 
in Veterans’ Bureau Hospitals” 





By ANNIE LOUISE CRAIGIE 


“Vain was the chief’s, the sage’s pride! 
They had no poet, and they died.’”’—Pope. 


AUL VALERY in his excellent article, 
P Poetry, which appeared in the April For- 

um, replies to the rhetorical question “What 
is art?” in these words: “‘All the arts were created 
to seize an instant of fleeting delight, and accord- 
ing to its nature, transform it with certainty into 
an infinite series of exquisite moments.” Music, 
painting, literature, architecture, each in its own 
way preserves for the senses the emotion experi- 
enced originally by the artist. The medium 
varies, and words, the tool of the poet, are the 
most variable of all. To the composer, the piano, 
the violin, the orchestra and the human voice 
present certain limitations within which he must 
work. The sculptor uses a certain few tools 
which, together with his dream, determine the 
product his inspiration shall work. The architect 
builds a graceful spire, and the emotion it awakes 
in the beholder has a real relation to the fancy 
in the mind’s eye of its creator. 

Literature, poetry, are based on the use of a 
medium of changing value. A word connotes one 
thing to-day; to-morrow or in another land its 
meaning changes entirely. Refinements of mean- 
ing are likely to be misleading to other communi- 
ties and to other times. Such is the starting 
point for the man of literature. 


The Beginning of the Epic 


Through all the ages and in all lands music 
and poetry have been wedded. When we think 
of the early days of our Anglo-Saxon ancestors, 
we must recall the pictures of those ancestral 
halls where doughty warriors and their families 
and their guests gathered to hear their deeds of 
valor praised in song. How easy it is to imagine 
the picture. The company is assembled in the 
great dining halls. The huge platters that were 
loaded with viands earlier are empty. The 
banquet is over. The flagons are empty. The 
log blazes up. Dusk is upon the company. By 
the light of the fire and the spluttering oil tapers, 


*Paper read at the round table meeting of hospital librarians, Amer- 
ean Library Association Conference, Washington, D. C. 


Librarian, Edward Hines, Jr., Hospital, Maywood, III. 












the musician and poet entertains the gathering. 
He is invariably a member of the household. In 
song he recounts bold tales of brave deeds, tales 
of the fathers, the grandfathers and the sons of 
those present. The prevailing form is song, for 
in that form may be remembered for generations 
all the family lore. It makes a brave picture, 
The song is epic. Direct, simple, full of action, 
no delicate shades of meaning trouble the hearers 
or the performer. Should the poet lack breath 
to finish, almost any member of the company 
may pick up the lyre and continue to the perfect 
enjoyment of the rest, for it is a tale they all 
know well and one of never failing interest. 


The Growth of the Ballad and the Sonnet 


Ages previous to this era in our own history, 
the poets of Greece and Rome sang the great 
deeds of their heroes while the youth and the 
aged, reclining near, lived in memory or in an- 
ticipation the stirring events. None knew how 
soon these listeners might themselves become the 
actors in such a drama. Gradually, of course, to 
each epic was added here and there an element 
of fancy. The hero becomes a little more super- 
human with each telling of the tale, and to-day 
we have Aeneas, Odysseus, Beowulf, stark figures 
of gigantic accomplishments. 

An easy transition from the exploits of the 
brave to the universal emotions and experiences 
that are a part of every life called into being 
the ballad, and lyric poetry stood forth, a thing 
of ethereal beauty and appeal. The direct speech 
of the epic adopted the color of the portrait; 
when philosophy, speculation and emotion sought 
a place, the sonnet appeared. 

The much mooted question of the worth of 
modern poetry now arises. On all sides is heard 
bitter criticism of the formlessness of the poetry 
that is being written to-day. That there is no 
rhyme or rhythm, that there is no situation, no 
emotion that poetry may not touch, whether 
sordid or sacred, are the elements in the new 
development that meet the barbs of the conserva- 
tive person. But in this instance, he is con- 
servative because the story of poetry and of its 
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development is a closed book to him. That rhyme 
and rhythm were not inherent qualities of the 
poetry of our tongue but were imported from the 
Greek, the Roman and the French and artificially 
grafted onto the root and trunk of our original 
style, is not generally enough known. 

The period of alliteration, when the initial 
letter of each word was the sign of beauty, the 
period of internal rhyme when each line was two 
separate entities and the period of blank verse 
in which Shakespeare and Milton performed 
their stupendous work are likewise unknown 
phases to those who feel that nothing is poetry 
that does not conform to the type which prevailed 
in the latter part of the nineteenth century. That 
beautiful prose, the exquisite expression of an 
exalted emotion, may be truly poetic, that the 
dream, the sensation of new relations and of new 
and vast experiences, must be the basis of any 
literature and that beauty in whatever form is 
art, must be the beginning of any appreciation 
of true poetry. 

This preamble leads me to a discussion of 
poetry as it is regarded by the patients I meet in 
the Veterans’ Bureau hospitals. To expect of 
these patients exactly the reaction that would be 
met in a more general hospital is for several 
reasons impossible. As contrasted with those 
hospitals in which women and children form a 
major portion of those contacted by the library, 
the patients in the Veterans’ Bureau now, ten 
years after the armistice, are mature men whose 
tastes are already formed and whose opinions 
are those of men nearing middle age. It is sel- 
dom then that the predisposition of the patient 
in such a hospital for or against certain types of 
reading can be changed. He may be introduced 
to new fields and may discover a real interest of 
which he himself was not aware, but the pre- 
disposition must be there before he may be 
tempted. 


A New Interest for the Veteran 


This does not mean at all that the apparent 
type of a man’s mind or his previous reading in 
the hospital has the least thing to do with his 
aptitude for the reading of poetry. It is a source 
of constant pleasure to the hospital librarian to 
discover such a “leaning” in a man who previ- 
ously has confined his reading to Western stories, 
the chief interest of 25 per cent of Veterans’ Bu- 
reau readers. Frequently the poetry that such a 
man first approaches is not that of Edgar Guest 
or Robert Service as might reasonably be ex- 
pected but, for example, Countee Cullen whose 
charming volumes delight esthetic souls. Such 
a selection made without any persuasion on the 
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part of the librarian is a real triumph of the 
artistic that is latent in every soul. It then pre- 
sents an open sesame to future delight unsus- 
pected by the man who is feeling his way care- 
fully in a new element. Such an experience must 
never be pushed. It is likely to be fatal in the 
case of the adult who, inexperienced, is likely to 
be repulsed rather than attracted by too much 
solicitude. 

Poetry in Veterans’ Bureau hospitals! The 
idea meets with varied reactions from those who 
have long been acquainted with the men in these 
hospitals. One alert young lady who served in 
France with these men and who should know 
them well expressed herself as incredulous of the 
whole thing. She has exquisite taste and splen- 
did judgment of humanity. One little idea, how- 
ever, escaped her—that in any great group of 
men (Edward Hines, Jr., Hospital has a daily 
average of 875 patients and as many personnel) 
and, indeed, in any small group of men there are 
as many tastes and interests as there are men, 
and they are active interests, frequently in in- 
verse ratio to the physical activity of the person 
concerned. 


Poetry Is Popular Throughout the Hospital 


Surprise at the fact that these men ever con- 
sider reading poetry has been the general reac- 
tion of those who have been associated daily with 
them in other capacities. During a recent con- 
versation with one patient who is better read 
than many, we had reached the conclusion, rather 
platitudinous of course, that certainly at some 
time in the experience of every person, poetry 
is the one medium that exactly fits the situation, 
when the patient went a good step further with 
the remark, “I’ll go so far as to say that the man 
who at some time in his life has not tried to 
write poetry hasn’t really lived.” This he stated 
as having been not merely his own experience 
but also that of his associates. 

It is of course axiomatic that no two readers 
will react in the same manner toward the ques- 
tion of what to read or how to interpret what 
they have read. In many contacts with patients 
throughout the hospital, there is not one who has 
not admitted a fondness for poetry, at least at 
times. This feeling is much more universal than 
might at first thought seem possible. On the 
other hand, some rather surprising ideas have 
come from these contacts. All agree that there 
are few persons who have not felt exalted at the 
spectacle of a sunrise or a sunset in the moun- 
tains or at hearing a well interpreted symphony 
or a glorious voice. Nearly all are convinced 
that in his genius the poet has captured for us 
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forever the emotion that otherwise must be fleet- 
ing and perishing. 

One patient who like the rest could wax en- 
thusiastic over these immortal moments of the 
soul came suddenly to earth with the startling 
statement, ““That’s why I say that poetry is the 
‘bunk’.” For him, no person could express 
through any medium the emotion he felt on such 
an occasion. It just was not possible to recap- 
ture or to retell exactly the feeling that stirred 
him as he saw the miracle of a slip of silver 
grow into a clear moon, rising in glory over 
mountain and lake. How could he make another 
know the transport of delight he knew at that 
time? With an esthetic sense so highly devel- 
oped, he might properly have been candidate for 
the poet’s corner, and he does write creditable 


poetry. 
Poetic Preferences 


What do these men prefer when they evince an 
interest in the poets? To the casual reader of 
poetry, the stock requests are the usual ones of 
Edgar Guest, Robert Service, Rudyard Kipling. 
We could foresee that demand. But the regular 
habitués present rather a different aspect. In 
a thin, hoarse voice that he was allowed to use 
for only half an hour a day, one enthusiast longed 
to pour out to me his admiration for Edgar Allen 
Poe. He is far from being alone in that taste. 
In the same breath he eulogized Service and 
would have liked to repeat for me one after an- 
other his favorites, for he knows them all by 
heart. Kipling he did not like, the reason he 
gave being that in spite of everything to be said 
in the poet’s favor he had no time for America, 
particularly during the war, and had said un- 
forgivable things. The next day, however, this 
same patient sent word that he wished to talk 
to me again. “I want to retract everything I 
said yesterday against Kipling. He is a great 
man and a great poet. I had forgotten that those 
harsh things were said more than ten years ago.” 

Another genuine lover of poetry confesses to a 
fondness for all good poetry, “except the mod- 
ernistic.” Epic, lyric, ballad and sonnet all have 
their appeal, and he is twice blessed for he reads 
not only English poetry but French as well, hav- 
ing attended a French college in Canada and hav- 
ing learned to love the language as a child. 

It has been the usual remark from the most 
sensitive that the mood of the hour largely regu- 
lates the choice of poetry ; the “Rhyme of the 
Ancient Mariner” will please to-day, the “Ru- 
baiyat” to-morrow, another day blank verse and 
again a too, too solid prose. That is a normal 
state of affairs and easy to understand. One of 
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our most discriminating readers, who has braved 
many of the most formidable books in the library 
and whose taste is wide, remarked recently, 
“I’ve liked everything you’ve ever offered me, 
but please don’t urge me to read ‘John Brown’s 
Body.’ I’d like to like it, but I just don’t.” 

In contrast to the majority, Mr. Hall in B258 
thinks Poe affected and unreal, so he has no time 
for him. This man is a refreshing sort. He 
makes no effort to hide his predilection for 
poetry. James Whitcomb Riley is absorbing his 
attention at the moment but his favorite poet is 
Whittier. He has a great collection at home he 
says—Bryant, Holmes, Whittier, Whitman and 
the rest. He has read them all because he can 
quote title and line and incident. Aside from 
his talent for entertaining the ward with his reci- 
tations, he plays the banjo expertly, but he says, 
“When I get lonesome or blue, I turn to poetry.” 

Modern poetry as it is written to-day is 
anathema to many men. Amy Lowell, great 
exponent of modern tendencies, Walt Whitman 
and other writers of vers libre gain scant atten- 
tion. The most discriminating and the most 
casual are apparently united in this feeling and 
politely decline to be tempted. One of our pa- 
tients, an advertising man, who claims to be fond 
of the ballad and the sonnet, says that blank 
verse is pure laziness and that it is childish. He 
can see no excuse for it. 























Systematic Book Distribution 





Some part of the criticism is justified in the 
cases of at least five out of ten of the modern 
poets. Conservatism is difficult of persuasion. 
These patients, having been brought up on nine- 
teenth century style, find the revolutionary type 
hard to tolerate. However, if Amy Lowell could 
have sat with them for half an hour and read to 
them from her own poetry or from that of Whit- 
man, Robinson or Benet, even these stiff-necked 
ones must have capitulated to her charm, which 
was the charm of a great soul and a great art 
made one. 

How do we present the subject of poetry on 
the wards? The best books are constantly on the 
trucks. No worn or old looking books are ever 
carried on the book wagons unless they represent 
a definite request. When a man is in doubt as to 
what he would like poetry frequently presents 
itself as the solution. Anthologies are seldom 
used in such a case. The thin volume, the work 
of one author, more often serves as a sample of 
future delight. Anthologies on the other hand 
are priceless in filling definite requests. Others 
who are devoted to poetry are the Negro patients 
who when they read seldom are addicted to the 
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frivolous or light reading that sustains many of 
the other borrowers. More frequently they are 
certain as to what they wish to read and it is 
usually worth while. Of all the wards, the tuber- 
culous patients are the most consistent readers, 
most sensitive in taste, most appreciative of fine 
writing. 

Posters made from attractive book covers do 
splendid service in the infirmary wards where 
there is available bulletin board space. This sort 
of poster calls vividly to the attention of all who 
see it books of which they may have heard but 
have not thought about particularly, or books of 
which they have not heard but which from the 
publisher’s “blurb” appear intriguing. 


Book Reviews by Radio 


Our newest venture in the publicity line is the 
hospital microphone. Each bed is equipped with 
head sets. Before the baseball game is broadcast 
at 2:30 o’clock in the afternoon and again at 9:50 
p.m., there is time for the operator to present 
a few items that have been provided by the li- 
brary. Sometimes the publisher’s description is 
read for one book; sometimes a few titles of 
books that concern related subjects, with short 
annotations, are read. Again a brief passage, a 
sample of the book itself, comes over the radio. 
This whets the curiosity of the men. Many times 
we have had to call the radio room and ask the 
operator to desist because his reading has started 
too many questing along the same trail. The op- 
erator himself is interested and thinks it a splen- 
did scheme. The patients have told us the same 
thing. 

The hospital paper issued once a month affords 
space for brief reviews of books received during 
the month or of little known books that are on 
related subjects and that need only a little ad- 
vertising to become best sellers. This works 
well too. A brief annotation is always included 
with the lists. 

One of the surest methods of introducing the 
choicest poetry to the reader of catholic taste, 
is through the channel of biography. The life 
of Keats by Amy Lowell invariably calls for a 
reading of Keats’ poetry. Then Amy Lowell’s 
own poetry follows, and a new poetry taste is 
under way. The “Dreamer,” likewise, is a de- 
lightful introduction to Poe’s poetry, as the 
“Magnificent Idler” is to Walt Whitman. 


Maurois has performed a delightful service for 
the poets and, in spite of those critics who prefer 
their medicine sour, many such biographies have 
led to the actual reading from the source of the 
biography, the poet himself. The poet offers to 
each, learned or simple, food for thought. 
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How Is the Hospital Dollar Spent? 


What does it cost a hospital to keep a patient? 

Dr. Cleon C. Mason, writing in a recent number of the 
North American Review, says that a survey of more than 
400 standardized hospitals in 1927 revealed the fact that 
it was costing the hospitals $4.46 to keep a patient for 
a day. 

In analyzing this cost, Doctor Mason writes: “By the 
very nature of the enterprise, hospital buildings are 
expensive. They require special plumbing, special elec- 
trical equipment, to say nothing of special furniture and 
fittings. The available room space is being encroached 
upon each year by the new equipment, all space-occupy- 
ing, but all necessary. At the present time more than 25 
per cent of hospital floor space is needed to house operat- 
ing rooms, delivery rooms, x-rays, physiotherapy labo- 
ratories, diet kitchens and a host of other essentials. 
And floor space is valuable. Not only space but all this 
necessary apparatus costs money to install and to main- 
tain. An efficient and complete operating room repre- 
sents an investment of close to $25,000. A workable x-ray 
plant, capable of doing all the work required in a gen- 
eral hospital, calls for an outlay of as much as $10,000. 

“These must be maintained in constant readiness. In- 
jury, illness and accident have as yet refused to punch a 
time clock and this twenty-four hour preparedness is 
expensive. Even if the patient requires none of these 
costly modalities he must have a bed, room, board and 
routine nursing. In a hotel he gets bed and board, he 
goes to the dining room for his meals, he uses the bell 
boy occasionally and pays for his service in tips. But 
in the hospital he is served his meals in his room, he has 
a corps of student nurses supervised by efficient graduate 
nurses at his beck and call, he has every facility of the 
institution at his command twenty-four hours a day. Of 
the hospital dollar, fifty cents goes to pay for labor, 
another twenty-five cents for food, these two items alone 
absorbing seventy-five cents of every dollar the patient 
pays. From the remaining twenty-five cents, the manager 
must pay all the items necessary to maintain an efficient 
organization. Depending on a variety of conditions it 
can be done in some localities while in others, unless 
funds are forthcoming, the hospital must close its doors.” 


Health Conservation Contest to Aid 
in Reducing Illness Losses 


In an effort to reduce the money losses from sickness 
in the United States that are estimated at $2,250,000,000 
a year, the United States Chamber of Commerce is 
sponsoring a health conservation contest. This health 
conservation contest is open to local chambers of com- 
merce throughout the country, the awards to be made at 
the annual meeting of the national organization in 1930. 

Points on which the various cities will be graded will 
include (1) health activities of official and voluntary 
agencies; (2) services for the care of the sick; (3) school 
health agencies; (4) health conservation legislation. 

Each city will compete only with other cities of the 
same population class. A committee of health experts 
will do the grading and the awards will be based on the 
status of the health services in the community and their 
relative improvement during 1929. 

In addition to the losses caused by sickness, the cham- 
ber estimates that the capital value of lives now lost 
from preventable causes amounts to $6,000,000,000 yearly 
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HE medical treatment of pulmonary tuber- 

culosis has not altered its fundamental con- 

cepts in any radical way for many years. 
Since the discovery by Koch in 1882 of the bac- 
teriological cause of tuberculosis, a specific cure 
has been diligently sought. Extensive and inten- 
sive studies have given us a clearer picture of 
both the anatomic and physiologic pathology of 
the disease which has enabled us to carry out cer- 
tain general and specific therapeutic measures 
with an improved application of skill and ease. 
Supervised planning of activity, nourishing food, 
fresh air and careful observance of the rules of 
community and individual hygiene, together with 
certain recognized surgical and other special pro- 
cedures, have until now constituted the physi- 
cian’s armamentarium. They will continue to 
serve him until biochemical and other scientific 
studies that are now being carried on enable him 
to treat the disease specifically. 

The difficulty that has been encountered in 
coping with the disease by specific measures has 
encouraged the use of accepted principles of pre- 
ventive medicine as, for example, early diagnosis 
and the development of facilities for the adequate 
care of those suffering from the disease. The 
mortality rates have decreased substantially so 
that tuberculosis is no longer the leader among 
the outstanding causes of death. But the problem 
of tuberculosis is still a matter of great impor- 


*Address delivered at a meeting of the New York State Association 
of Occupational Therapists, New York City. 
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tance and will continue to be for some time to 
come. It is therefore worthy of the best efforts 
of those who are occupied in public health work 
and who are, therefore, primarily concerned with 
the problem of converting an economic and public 
health liability into a healthy asset. 

Occupational therapy, always practiced in a 
somewhat vague way, has of late become system- 
atized and scientific and its proponents have 
undertaken to apply to the fullest possible extent 
this form of therapy. Prior to the World War 
occupational therapy exercised but a small influ- 
ence in the treatment of the tuberculous patient, 
and rehabilitation was seldom sought as an end. 
Isolated experiments without any planned scien- 
tific control were carried out only in an effort to 
dispose of some of the more troublesome cases. 
The greatest impetus to this rising form of ther- 
apy was given by the government after the war, 
particularly in army sanatoriums. At the close 
of the war it was estimated that at least 20 per 
cent of the patients with tuberculosis would re- 
quire rehabilitation. Steps then were taken to 
ensure the success of this move. The teaching of 
occupations would thereafter have definite pre- 
vocational values. 

The impetus to government action came when 
the difficulties that patients were encountering in 
making the transition from sanatorium life to 
normal industry were noted by the community. 
The public effort in behalf of rehabilitation could 
no longer be withheld and the government led 
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the way by taking appropriate measures. 
Within a short time other institutions, mostly of 
a voluntary nature, headed by a progressive ad- 
ministration followed suit and established or re- 
organized occupational therapy departments 
along practical scientific lines. A patient is no 
longer admitted to a sanatorium for rest and 
good food only, helpful as these are in the treat- 
ment of his condition. There is now a deter- 
mined effort to build up his morale in many other 
ways approved by the experience gathered since 
the war. The importance of reestablishing the 
feeling of self-confidence to facilitate the adjust- 
ment of the patient within the institution and 
then in the community is now fully recognized 
and the idea encouraged. 

Institutional workers, with a keen insight into 
the psychology of patients rendered inactive by 
disease, soon recognized the hampering effects of 
inactivity and saw the vicious circle that was thus 
established. The patient entered the institution 
depressed, apprehensive and with mental tend- 
encies that had to be counteracted in order to 
prevent aggravation of the patient’s condition. 
This was probably the chief reason for the de- 
velopment of occupational therapy as it is now 
practiced. 


Prepares for Remunerative Work 


H. A. Pattison, superintendent, Potts Memo- 
rial Hospital, Livingston, N. Y., has defined oc- 
cupational therapy as “an activity, mental or 
physical, definitely described and guided for the 
distinct purpose of contributing to and hastening 
recovery from disease and injury.” We may 


now say in addition that it is an activity which, 
administered along prevocational and diversional 
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lines, will not only hasten recovery but will stim- 
ulate the patient to lead a useful life after his 
discharge from active sanatorium care. Occu- 
pational therapy is still in its development stage 
but is already a valuable therapeutic agent. In 
its broadest aspects it includes more than any 
single activity. It can and should be employed 
in its manifold possibilities to prepare the patient 
for remunerative work. Prevocational and voca- 
tional training provides the patient the oppor- 
tunity to restore economic harmony with the 
environment to which he must return. The spir- 
itual state of the patient is thus guarded while 
other remedies are applied to restore him to phys- 
ical well-being. 


Complete Rest Essential 


The following is a suggested routine. The first 
step after the admission of the patient to the 
sanatorium is to prescribe complete rest. The 
purpose of this is to determine the exact physical 
and mental status of the patient under ideal con- 
ditions. Two weeks to one month are sufficient 
for this period of observation. Should there be 
no evidence of toxemia—that is, no fever—in- 
creased pulse rate, difficult breathing, weakness 
or exhaustive cough, the patient is given a set 
of graduated exercises which, in the event that 
no signs of an untoward constitutional reaction 
occur, should eventually be replaced by useful 
work. The extent of the pulmonary lesion—the 
local physical signs—does not affect occupational 
therapy so much as the general symptoms, since 
a small lesion can produce profound symptoms 
while an extensive lesion may produce only few 
symptoms. 

If the physicians find it advisable to keep the 
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patient at rest, his time may profitably be taken 
up by forms of light ward diversion such as 
reading, writing and conversation (conversa- 
tional therapy) and other forms of light ac- 
tivity that are easily taught to the bed patient. 
For this group occupational therapy is usually 
of the diversional type, avocational and of no 
practical value beyond the immediate spiritual 
need of the patient. In some cases the tempera- 
ture and pulse, after remaining elevated during 
long periods of inactivity, become normal with 
the help of this form of therapy. In any event, 
the negative reactions of the patient are more apt 
to disappear and the activity prescribed for him 
May even serve as a balm for his aches and 
pains. 


Patients Assist in Their Own Care 


Patients who show constitutional reactions 
will, as a rule, remain at rest with no great 
amount of coaxing. They take their own tem- 
peratures and pulse rate and any elevation of 
either is enough to inactivate them. Patients 
in this group who wish for something to do will, 
as a rule, do little that may be harmful to them. 
The patient himself thus becomes a valuable in- 
dex for treatment. There are of course excep- 
tions, particularly among patients whose illness 
is recent and who have not yet become adjusted 
to their changed physical condition. Careful 
Supervision must be exercised in these cases. An 
old hand at “curing” knows his limitations. I 
can recall one man who entered the Montefiore 
Country Sanatorium, Bedford Hills, N. Y., soon 
after the onset of symptoms which indicated an 
advanced active lesion. He refused to accept the 












rest cure or, as a.compromise, to indulge in any 
of the diversional opportunities, but insisted on 
activity that medical opinion feared would harm 
him. He could not be prevailed upon to stay. 
After leaving the sanatorium, because of his 
own attitude, his illness became progressive and 
shortly after he reentered the institution where 
he is now hopelessly bedridden. 


Graduated Activity Prescribed 


With the passing of the stage of toxemia, grad- 
uated activity is prescribed by the physician. 
Rest is still an important factor in the daily 
routine and there is definite need for combating 
inactivity. Occupational exercise in some form 
should be prescribed by the physician. Each pa- 
tient should be individualized and work given 
him to suit his temperament and taste. This 
work should be adjusted to his physical and 
mental disability. It might be well at the outset 
to state that tuberculous patients are faced by 
comparatively long periods of institutional life 
and react profoundly to their hospital environ- 
ment with all of its facilities for their treatment. 
Rest in itself carries the germ of unrest. Some 
patients must be made to work, tactfully of 
course, and others who are too ambitious must be 
controlled. Occupational therapy is constructive 
and under normal conditions satisfies the desire 
for accomplishment and often affords a means 
of indulging a hobby. If a patient improves and 
is content with the avocational phase of the 
prescription, it is to be continued, for our pri- 
mary interest is the patient and his recovery. 
Prevocational and vocational work may be as- 
signed to those who are so inclined, but even 




















in these cases the effect of diversion is the im- 
portant aspect of the treatment. The sanatorium 
routine plays an important part in the recovery 
of the patient and with the help of occupational 
therapy diverts the patient and incidentally pre- 
pares the way toward his rehabilitation. It im- 
proves the patient by substituting normal mental 
and adjusted physical activities for the abnormal 
mental activities of an idle life and for undi- 
rected physical activities. It exercises wasted 
muscle and restores strength and weight by 
gradually increasing doses of work. It encour- 
ages a patient to remain at the institution thereby 
enhancing his chances for recovery, incidentally 
simplifying certain problems of administration 
and discipline. Figures have been obtained to 
indicate that less than one per cent of the pa- 
tients taking occupational therapy leave an in- 
stitution against the advice of the medical staff, 
as compared with 65 per cent for those who were 
not given this form of treatment. 


Cooperation of Physician Important 


For the further success of occupational therapy 
the aid of the physician must be secured and 
maintained. The prescription of occupational 
therapy is a medical matter that calls for eternal 
vigilance on the part of the staff. Tuberculosis, 
as a rule, is never wholly eradicated and no 
matter what the subsequent life or activity of 
the patient may be, he must be carefully followed 
up. The physician prescribes occupational ther- 
apy as he would prescribe medication. He does 
not order it before discussing the subject with 
the patient and encouraging him in his struggle 
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with his malady. The patient who is not con- 
vinced must be encouraged to give it a reasonable 
trial. As in every other branch of medical prac- 
tice, the physician must be qualified and willing 
to win the confidence of the patient. The various 
forms of training must be prescribed carefully 
and with an eye to all the attendant circum- 
stances. An uncooperative patient can easily de- 
stroy the benefits of occupational therapy. Re- 
sistance must be carefully and tactfully met, not 
by disciplinary measures, but by painstaking ef- 
fort to enlighten the patient. No patient, except 
a psychopath, will refuse to cooperate if he is 
convinced that it is for his own good. On the 
other hand, measures must often be taken to in- 
activate individuals accustomed to an active life. 


Vocational Tendencies Emphasized 


The most recent tendency is for occupational 
therapy to shift its emphasis from the avocational 
to the prevocational and vocational form. The 
skill and knowledge gained by the patient in 
former occupations are being employed, for ob- 
servation has led us to believe that an unsuitable 
occupation is a predisposing cause to a relapse. 
The ideal thing is for a patient to do the work 
in which he has been trained and to which he has 
become accustomed. This reduces the handicap 
to a minimum. We are not always fortunate, 
however, and there are contraindications that 
must be taken into account. 

The prevocational and vocational forms of oc- 
cupational therapy are becoming more and more 
factors in institutional life but their contro] along 
definite therapeutic lines is not yet adequate. 
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T. B. Kidner, for many years president of the 
American Occupational Therapy Association, 
often reminds us that we are engaged in occu- 
pational therapy and not in a commercial enter- 
prise. To commercialize such therapy practically 
nullifies its therapeutic value. In this respect 
occupational therapy workers and hospital ad- 
ministrators play an important role. A worker 
must treat patients primarily and may only sec- 
ondarily prepare for the sale of articles manu- 
factured by patients. The administration must 
formulate its policy on this point and leave no 
doubt as to its position. 


Patients Usually Handicapped 


When the stage of rehabilitation is reached, 
the problem of training patients for new occupa- 
tions becomes an important consideration in the 
practice of occupational therapy. Tuberculous 
patients well enough to leave the institution bear 
an estimated handicap of a 40 to 70 per cent 
diminution of power and must be prepared to 
compete with normal men and women for a live- 
lihood. Can they do so? We find that the handi- 
cap is great and that occupational therapy, as 
now given in a sanatorium, is not in itself suffi- 
cient to rehabilitate these individuals. It is a 
factor in treatment and has paved the way for 
rehabilitation. 

In 1915 a study of patients who had been dis- 
charged from the Montefiore Country Sanato- 
rium showed that approximately 60 per cent had 
grown worse within a period of six months to a 
year. This was due to the social conditions to 
which the patients returned and the industrial 
conditions into which they were forced by eco- 
nomic need. This state of affairs impressed the 
administration with the need of remedying such 
a condition and the Altro Workshops were opened 
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on the principle that a tuberculous patient, to 
obtain the best effects from treatment, should 
enjoy at least two years of supervision after 
sanatorium treatment before being discharged as 
a cured case with little or no need for medical or 
social care. Medical and nursing supervision 
with periodic health examinations to adjust his 
work and rest to changes in his physical condi- 
tion are of great importance. Patients thus re- 
tain their self-control and self-respect instead of 
being eventually pauperized. Pott’s Memorial 
Hospital, Livingston, N. Y., and Papsworth 
Colony in England afford additional striking ex- 
amples of supervised work for which occupa- 
tional therapy prepares the patient. Curative 
workshops are successful and it is here that oc- 
cupational therapy plays its strongest hand in 
rehabilitation. Less than 2 per cent of relapses 
occur under such care. 


Curative Workshops Prove Successful 


Workshops of this nature are far better than 
the light outdoor employment that is often rec- 
ommended. Light outdoor employment univer- 
sally applied without an effort at individualization 
is an obvious fallacy and the sooner the physi- 
cians realize this, the better will be the chances 
of the patients. Arrested cases accustomed to 
indoor work should return to that form of work 
whenever possible. Outdoor work, as a rule, does 
not afford a sufficient wage for the scale of living 
necessary to keep the patient well. Lyman states 
that factory workers and office workers carry 
their work better than those who work outdoors. 
In other words, patients must be suited to posi- 
tions and all of the factors that govern such ad- 
justment must be kept in mind with a keen reali- 
zation of the medical circumstances involved. 

Grant Thornburn advises more occupational 





















94 THE MODERN HOSPITAL 


therapy, particularly shop training and work of 
a nature that increases the desire for exercise 
and stimulates the patient’s ambition so that he 
will cooperate more readily. Enforced idleness, 
prolonged bed rest with a ten-minute walk are 
not a solid foundation for building a cure. The 
ideal is to render the patient economically serv- 
iceable in a state of restored health. The occu- 
pational therapy of the sanatorium should strive 
to accomplish this end and curative workshops 
should enable the patient to maintain the health 
so gained. 

It might be interesting to cite our experience 
at the Montefiore Country Sanatorium to illus- 
trate the administrative aspects of the occupa- 
tional therapy problem of a modern sanatorium. 
We have in our country institution an average 
of a little more than 200 patients a day, of 
whom 50 per cent are under treatment in the 
occupational therapy department. The total ex- 
penditure for the maintenance of this department 
is almost $5,000 a year, of which 20 per cent 
represents expenditure for supplies and 80 per 
cent the salaries of five workers. The income 
from the sale of articles made by the patients in 
this department is almost $1,700 a year, leaving 
a net cost to the hospital of less than ten cents a 
day for each patient under treatment. This ex- 
penditure is less than the per capita cost of medi- 
cation and is about one-sixth of the raw food 
cost a day. It is generally felt here that the re- 
sults obtained are beneficial out of all proportion 
to the slight expenditure involved in maintain- 
ing the department. ~~ 





On the Right of Physicians to Practice 
in a Charitable Hospital 


An interesting case concerning the legality of excluding 
physicians from practice in a charitable hospital was re- 
cently heard in the circuit court of Genesee County, 
Mich. The decision of the court is published in the 
Journal of the American Medical Association for Oc- 
tober 12 and is abstracted here for the hospital field. 

Dr. John H. Houton of Flint, Mich., a physician au- 
thorized to practice medicine and surgery, was denied the 
privilege of performing a major surgical operation in 
Hurley Hospital in Flint. Hurley Hospital is a char- 
itable hospital, owned by the city, and its management 
and control are delegated by the city charter to a board 
of hospital managers. For more than twenty years the 
hospital was operated by the board and any licensed 
practicing physician was permitted to use the facilities 
of the hospital for the treatment of his patients. Toward 
the end of 1918, the board undertook to place the active 
management and control of the hospital with an execu- 
tive committee and to limit to a fixed staff the privilege 
of practicing in the hospital. 

The powers of the executive committee included the 
right to investigate proposals for membership on the 








Vol. XXXIII, No.5 


staff, to make recommendations to the board for ap. 
pointments to the staff and to list the major operations 
and designate those members of the staff who might 


perform such operations. The committee appointed a 
general staff that consisted of all members of the med- 
ical profession in Genesee County. Thirty-one members 
of the staff were named to perform the major operations, 
The committee did not adopt any stated standards in 
selecting the physicians. It held no examinations. It 
submitted no blanks or questionnaires asking for infor- 
mation concerning the special fitness of the thirty-one 
members to perform major operations. The committee 
relied rather on the knowledge of its members concerning 
the experience and qualifications of the staff members. 
Doctor Houton was named on the general staff of the 
hospital but he was not chosen as one of those to be 
permitted to perform major operations. When he took 
a patient to the hospital for a major operation, the su- 
perintendent refused him permission to perform it. 
Doctor Houton then filed a bill to restrain the city of 
Flint and the board of hospital managers from enforcing 
any rule that would pervent the use of Hurley Hospital 
by him and other licensed physicians, or any rule that 
would prevent him or any other taxpayer from having 
the use of the hospital for necessary operations when 
attended by a licensed physician of his own choice. 


Guiding Principles Set Forth 


In the decision given by Judge Glenn C. Gillespie of 
the circuit court, it was held that Doctor Houton was 
entitled to a decree restraining the city of Flint and 
the board of managers of the hospital from enforcing the 
plan of organization then in force and the rules adopted 
by the executive committee. The decree, however, will 
not prevent the adoption of other rules for the operation 
of the hospital, in conformity with the decision of the 
court, as may be deemed necessary to carry out properly 
the purposes of the hospital, the court said. 

The decision, which upholds the right of the officers of 
a charitable hospital to determine who shall be permitted 
to treat patients in the institution, is one, says the 
Journal, that may well guide officers of other hospitals 
in assuring themselves that all physicians using the in- 
stitution are competent for the work they attempt to do. 
Judge Gillespie, in his decision, set forth some of the 
principles that should guide the officers in their action. 

“While the courts of Michigan are committed to the 
rule that the trust funds of a public charitable hospital 
cannot be used to recompense beneficiaries of the hos- 
pital who are injured by negligence in its administration, 
it is nevertheless incumbent on the board of managers 
to use reasonable care in the selection of its employees,” 
the review of the case by the Journal reads. The action 
of the executive committee in regard to Doctor Houton 
was not a denial of the equal protection of the law 
and did not involve a constitutional question. If the 
courts held that the authorities of a charitable hospital 
have no right to make reasonable rules and that every 
licensed physician must be admitted to unlimited prac- 
tice on the same basis, an undue burden would in many 
cases be imposed on the taxpayers who support the hos- 
pital. The management of a hospital may make such 
reasonable rules as are necessary, even though the result 
is to exclude from practice in the hospital physicians who 
do not possess the necessary qualifications. The rules 
must enable the hospital better to fulfill its obligations 
to the community. They must be based on fixed and rea- 
sonable standards and not on the arbitrary judgment of 
the staff or the board of managers. 
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ried superintendent, there is no depart- 

ment of the hospital in which he has less 
opportunity to secure tangible evidence of the 
needless expenditure of money than in the phar- 
macy. 

Requisitions covering the purchase of many 
varieties of drugs seem to be endless in quantity. 
Nor is the hospital executive in any position to 
question either the items or the amounts. He is 
not informed concerning the possibility of sub- 
stituting for an expensive drug one less costly or 
of procuring a similar commodity from another 
dealer, nor is he justified in attempting such a 
step. He is not always in possession of facts rela- 
tive to the difference between standard United 
States Pharmacopeeial drugs and those advertised 
in medical or lay literature. He must and does 
feel more or less hopeless in regard to curtailing 
this outflow of money because it does net appear 
either ethical or justifiable to interrogate a staff 
physician relative to the need for a therapeutic 
agent he has requested. 

The pendulum of drug therapy insofar as the 
variety and refinement of such agents are con- 
cerned swings in a wide arc which covers a range 
varying from the grossest of polypharmacy to a 
therapeutic nihilism found extremely difficult to 
combat. 

Circulars describing the merits of drugs ad- 
vised for every condition clutter the practition- 
er’s desk. Where is there a better place, from 
the physician’s standpoint, to learn the merits of 
such combinations than in the wards of the hos- 
pital? Indeed, some physicians believe that a 
proper index of therapeutic modernity is the 
knowledge and use of the newest of drug combi- 
nations. An inspection of the shelves of the mod- 
ern hospital pharmacy reveals the presence of not 
a few preparations that closely approach the 
danger line of proprietary medicine. Fortunate 
for the hospital as well as for the patient is the 
fact that the polypharmacy as practiced a quar- 
ter of a century ago is becoming less frequent. 
But to standardize successfully the type and vari- 
ety of drugs available in the hospital, one must 
attempt not only to standardize medical thinking 
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Practical Administrative Problems: 


How to Save Money in the 
Hospital Pharmacy 


By JOSEPH C. DOANE, M.D. 


Medical Director, Jewish Hospital, Philadelphia 


but also to discount medical credulity. It is 
needless to state that both of these endeavors 
are doomed to failure. Fortunate indeed is the 
hospital that possesses a staff whose therapeutic 
behavior avoids the sins of both polypharmacy 
and proprietary prescribing. 

Hence, in the attitude of the staff towards the 
avoidance of the unnecessary expenditure of 
money for drugs lies the success or failure of the 
superintendent’s attempt to provide all of those 
agents that are therapeutically sound and to shun 
the purchase of advertised and expensive combi- 
nations that are of no greater potency than 
standard pharmacopeial drugs. It may be said 
at the outset that a medical staff that does not 
stand firmly against the use of proprietary or 
semiproprietary drugs in the hospital lacks the 
courage of its convictions, if proper ethical con- 
cepts actually exist. Even preparations with 
printed formulas on the wrapper are unnecessary 
and usually economically unjustifiable in hospital 
work. 


Regulating The Demand for Drugs 


A lay superintendent, however, is and must be 
at the mercy of the members of the visiting staff 
when a demand is presented for the purchase of 
drugs. He most assuredly cannot take upon his 
shoulders the responsibility of refusing to pro- 
vide such agents when physicians assert their 
necessity. He must make it impossible for any 
person, no matter how biased, to allege that the 
lives of patients have been placed in jeopardy 
because of difficulty in securing funds with which 
to purchase such drugs. It may be said without 
fear of contradiction, however, that while certain 
drug combinations may be more palatable and 
presentable in appearance, there are few disease 
states that cannot be as efficiently combated by 
the use of standard drugs. When an impasse, 
however, presents itself between the economic 
judgment of the superintendent and the thera- 
peutic demands of the staff, the superintendent 
should appeal to the executive committee of the 
visiting staff for a decision in the matter. It is 
only through the organized medical group of the 
hospital that proper regulations governing the 
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purchase of drugs can be instituted and enforced. 

Much has been written concerning the proper 
methods of purchasing, storing and dispensing 
drugs in the hospital. A survey of the literature 
reveals the fact that opinions of hospital authori- 
ties vary considerably on both major and minor 
points covering these policies. For example, 
there is no general agreement as to whether the 
drug store shall be located within the adminis- 
trative section, fronting the hospital lobby, or 
whether it shall be situated in some less promi- 
nent place. If it is in the former location, shall 
it approach in appearance and stock the commer- 
cial institutions so common on almost every 
street corner in our metropolitan areas? These 
are questions each institution must answer for 
itself. There are some executives who believe that 
the drug store should be a major financial asset 
to the hospital and that it should dispense not 
only standard drugs but also the one and a hun- 
dred other articles procurable in the average 
pharmacy. It is the belief of others that the 
hospital should not compete with the extra- 
institutional pharmacy and that the gains it may 
secure from the sale of toilet articles, books, sta- 
tionery, proprietary and semiproprietary drugs 
are counteracted by a loss of community support 
incident to such commercial competition. 


Location of the Drug Store 


There are other executives who believe that the 
drug store should be placed so that it is accessible 
to both out and in-patient activities. In a large 
institution the dispensary, without doubt, should 
contain at least a substation of the main hospital 
pharmacy if the latter is not located in or adja- 
cent to the dispensary building. Ease of acces- 
sibility and the shortening of the distance that 
must be traveled by members of the hospital per- 
sonnel are basic considerations in the location of 
thisdepartment. Thepharmacy should notbeplaced 
in some undesirable and out-of-the-way space 
and it should present both in physical and per- 
sonal equipment all of the scientific tidiness one 
expects and usually encounters in the commercial 
drug store. Its display shelves should be well 
arranged and easy of access to make possible the 
annual inventory that is so essential to the avoid- 
ance of waste in this department. Efficiency 
cannot exist in the department in which shelves 
and corners are cluttered with samples and de- 
teriorating stock, nor can this hospital depart- 
ment be conducted economically and efficiently 
unless it is provided with such essential sub- 
divisions as storerooms, bottle washing space and 
liquor and narcotic closets as well as ample 
working space. 
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Since a rather comprehensive article relative 
to the equipment of the pharmacy appeared in 
the January, 1929, issue of THE MODERN Hospt- 
TAL, it is not necessary to elaborate further the 
details of this angle of the subject. Perhaps the 
most important consideration relative to the eco- 
nomical conduct of the pharmacy is the employ- 
ment of a druggist whose training and natural 
gifts make possible the possession of both a tech- 
nical ability and an administrative skill as well. 
It is far easier for the druggist to requisition the 
purchase of new and semiproprietary combina- 
tions than it is to manufacture products that are 
equally as efficient. The success of any business 
depends upon the rapid turnover of stock. The 
druggist who is so economically and administra- 
tively slothful that he allows stock to become 
stale because he has purchased in larger amounts 
than was wise is a liability rather than an asset. 

It appears logical now to proceed to some com- 
ment on what seems to be the most efficient 
methods of purchasing drugs. It is the custom of 
many institutions to buy all drugs in such small 
quantities that they must of necessity pay retail 
prices. The only advantages that can follow such 
a policy are the avoidance of deterioration and 
the expenditure of a major sum of money for 
drugs at any one time. Nor can the druggist be 
sure that supplies he thus procures have not been 
on the wholesaler’s shelves a greater length of 
time than is proper. There are certain types of 
drugs, however, that undeniably should be pur- 
chased in small amounts. Too often one observes 
a hurried purchase by telephone of standard 
pharmaceuticals at retail prices that could be 
avoided by a more foresighted policy on the part 
of the druggist. It may be said in passing that 
only high grade standard drugs should be pur- 
chased. It is disconcerting, moreover, to note the 
great variance of cost when the prices of stand- 
ard drugs are compared. 


Selection of Brands Sometimes Difficult 


The fact that the name of the manufacturer 
often has been appended to a standard prepara- 
tion is confusing to the purchaser, and the pro- 
cedure of efficient stock keeping and taking is 
made additionally difficult because physicians 
frequently demand the products of a particular 
firm. The recent controversy concerning the 
therapeutic efficiency of Spanish ergot as com- 
pared with that of other geographical types 
moreover renders such decisions as to quality 
most difficult to the druggist. Vast sums are 
being spent annually advertising the merits of 
various types of preparations of standard drugs. 
This type of popularization of a particular brand 
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is no doubt just as confusing to the average prac- 
titioner as it is to the hospital druggist. 

it must be necessary, therefore, to practice two 
kinds of buying for the hospital pharmacy. The 
first contemplates the purchase in considerable 
quantities of standard drugs and menstruums 
which do not deteriorate rapidly, so that the low- 
est possible price can be secured. The second 
covers the purchase of drugs in as small amounts 
as possible in order to avoid deterioration as a 
result of delay in use, because of a variation in 
demand or early loss of potency due to the chem- 
ical content of the drug itself. There is no rea- 
son to believe that competitive buying should not 
be applied, in a measure at least, to the purchase 
of drugs. One hospital is saving considerable 
money, with no decrease in efficiency, by issuing 
monthly or bimonthly sheets covering the phar- 
maceutical needs of the hospital for these periods. 
It may be remarked in passing that pharmaceu- 
tical houses do not favor this policy. As a gen- 
eral and very natural preference, they recom- 
mend the purchase of drugs from a salesman who 
merely visits the hospital and solicits the order 





Sioenmsemseeateiniangmanenanmmaan 
| Firm Firm Firm 
A B C 
400 lbs., green soap, lb.$0.18 $0.15 $0.09 
1 lb. bismuth subgal- 
i aes od aie ee a es 2.61 3.40 
1,000 tab. acetyl sali- 
cylic acid, gr. 5...... 1.00 1.75 2.92 
1,000 codein sulph., gr. 
Se OE, sacctsssces S| |6UTSD — 
| 1 lb. tannic acid....... 96 1.08 1.30 
| 100 pituitrin ampules..10.26 10.75 15.40 
1 lb. theobromin ...... 2.62 3.20 
| 1 gal. mistura rhei et 
I ate ae bere nis 142 1.58 #1.75 
1 oz. powdered ext. nux 
SEE ss adetvcncesox 30 54 .90 
_ 1 oz. powdered ext. gen- 
Ee eee .20 36 60 | 
1,000 tab. sod. nitrite, | 
Sere 56 93 1.08 
1,000 eserin salicylate, 
gr. 1-60 hypo........ 6.30 4.02 3.50 
| 1 Ib. sod. iodid......... 5.25 4.41 
therefor. As an example of the saving made pos- 


sible by the competitive method of buying, the 
examples shown in the accompanying table are 
offered. . 

The bidders in each instance were high grade, 
ethical business houses purporting to supply only 
the best quality of drugs. It will be noted that 
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in some instances the prices submitted vary from 
50 to 100 per cent. Since these examples repre- 
sent but a very few of the drugs in daily use in 
the hospital, the aggregate saving resulting from 
an award to the low bidder on each of the many 
drug items will represent not an inconsiderable 
amount of money. In this method of purchasing, 
the hospital must protect itself by allowing only 
those of unquestioned ethical standing the oppor- 
tunity to compete. Unless this is done, the hos- 
pital is at the mercy of unscrupulous dealers who 
are able to cut prices by furnishing deteriorated 
products or those that are actually underweight. 
Tincture of digitalis, for example, that is not 
freshly made is more than therapeutically use- 
less. It is actually dangerous because the physi- 
cian of necessity places in this important agent a 
faith for which he has no proof and no ability to 
confirm or disprove. As an example of the for- 
mer possibility, one superintendent who recently 
purchased a quantity of drugs from an unethical 
druggist learned to his dismay that 14-grain mor- 
phin tablets actually contained less than ;; of a 
grain of this drug. 

The purchase of mineral oil at ninety cents a 
gallon in 150-gallon lots covering a year’s needs 
is economical when it is considered that in small 
quantities this drug costs from $1.35 to $1.50 a 
gallon. A saving of at least 15 per cent on green 
soap can be brought about by contracting for a 
year’s supply and securing deliveries as needed. 
While buying entirely on competition is not with- 
out danger, the wise pharmacist will employ this 
method when feasible and will realize a usurious 
interest on the hospital’s money that has been em- 
ployed to make bulk purchases. Readers are re- 
ferred to the January, 1929, number of THE Mop- 
ERN HOSPITAL for a list of drugs that deteriorate 
from exposure to light and air. Such a list should 
be before every pharmacist and should serve to 
decrease the waste of money from this source. 


Formulary Is Advisable 


To prepare a formulary, or not to provide such 
a list of drugs standard for the institution, is a 
question upon which not all executives agree. But 
it would appear that there are more convincing 
arguments favoring such a policy than those 
opposing it. No library could exist without a 
catalogue. No business could prosper without a 
list of the articles available and a statement of 
the prices for each article. A formulary, being a 
list of drugs and standard prescriptions with a 
statement of the amounts in which they will be 
dispensed, cannot avoid serving resident and visit- 
ing physicians without delay. The pricing of such 
standard prescriptions is made simple and a re- 
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port of the day’s work is made easy both from the 
standpoint of quantity and of cost. 

The standardization of types of mouth washes, 
kinds of digitalis and types and regulated size con- 
tainers of serums and vaccines, all are more or 
less satisfactorily brought about by the use of a 
formulary. In many institutions the use of cer- 
tain preparations of digitalis, as well as of other 
types of cardiac supportives in ampule form, is 
rendered comparatively inexpensive by the am- 
puling and sterilization of these combinations by 
the druggist himself. Some of these stock prepa- 
rations are therapeutically unsound. 

In one instance the infusion of digitalis was 
added to a combination of diffusable and hence 
rapidly acting narcotics and sedatives to protect 
the patient’s cardiac apparatus from the depres- 
sant action of the other ingredients. So it was 
said. Of course the digitalis, being slower in ac- 
tion, could efficiently fill no such réle. Moreover, 
it has been repeatedly contended that a high per- 
centage of the tinctures of digitalis employed in 
the country’s hospitals is relatively inert. In the 
drug store frequently there may be prepared 
many combinations of drugs for subcutaneous or 
intravenous use which, if purchased, would prove 
expensive and at the same time no more 
efficient. Herein lies the practical value of secur- 
ing a pharmacist who has not only executive 
ability but Yankee ingenuity as well. 

An inspection of the shelves of the ward medi- 
cine closet often reveals prescriptions prepared 
for patients long since discharged or dead. In 
some hospitals the compounding of prescriptions 
for the individual patient is discouraged if not 
actually forbidden. In others, only a supply suffi- 
cient to last for a day or two is allowed. The in- 
advisability of permitting physicians to write 
individual prescriptions for ward patients centers 
on the fact that a preparation which might appear 
useful to-day is contraindicated to-morrow be- 
cause of the development of an unfavorable 
reaction to the combination or because of some 
other circumstance. 


Weekly Inspection Important 


A close liaison should exist between the drug 
store proper and its substations represented by 
the ward medicine closets. A weekly inspection 
of these closets should be made by the druggist 
himself at which time drugs likely to deteriorate 
because ordered in inordinate amounts or those 
for any reason not likely to be used should be 
appropriated and returned to the general phar- 
macy. Hence, it may be said that a standardiza- 
tion of the drugs allowed in the ward medical 
closets should be brought about as well as a regu- 
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lation of the quantity in which these agents are 
dispensed. Such combinations as liquor antisep- 
ticus, green soap, bathing lotions and dusting 
powders should be dispensed semiweekly in quan- 
tities sufficient to meet the requirements of the 
department for that period. Bichlorid of mer- 
cury should be dispensed in standard strengths to 
be diluted by the ward nurse. All such rules gov- 
erning the amount of drugs to be issued and the 
strength to be employed may be fully covered in 
the institutional formulary. 


Set Regular Time for Dispensing 


The replenishment of stock bottles, therefore, 
should be carried on in a businesslike way at 
stated periods, and the time of the druggist should 
not be consumed in dispensing such standard sup- 
plies at irregular intervals. When nurses can be 
taught the wisdom of saving money by preventing 
drug deterioration, it will be less difficult to con- 
vince them of the advisability of issuing smaller 
quantities at more frequent intervals even though 
it is more convenient for them to secure larger 
quantities and make fewer trips to the pharmacy. 
The supervisory nurse who has learned to keep 
her drugs up to date and down to needs is a valu- 
able addition to any hospital staff. 

It has been intimated heretofore that the drug 
store should be a financial asset to the hospital. 
In most institutions private patients are charged 
for drugs used over and above a certain definite 
group that is usually styled “ordinary.” This 
term is neither descriptive nor helpful from the 
standpoint of the inquirer or of the patient him- 
self. Usually, private and semiprivate patients 
are charged the cost plus a 10 or 15 per cent profit. 
Such a system is conducive to discontent on the 
part of private patients. As an example, in an 
Eastern hospital a patient who was paying $15 a 
day for a room, was charged thirty cents for a 
sleeping potion that covered three nights’ supply. 
It was perfectly natural for this patient to feel 
that the hospital in which he was being treated 
was practicing picayune policies and to assume, 
since he was paying a ma<imum room fee, that he 
should be provided with at least thirty cents 
worth of medicine without further charge. 

It would seem wise for hospitals to endeavor to 
arrive at some flat fee covering all such services. 
This should not be a difficult amount to compute, 
since by keeping a tabulation of total weekly or 
monthly expenses a just, individual rate could be 
learned. Certain it is that the hospital should be 
recompensed for such medicines as tetanus anti- 
toxin as well as for other serums and vaccines. 
It might be a wise procedure, even in case of ward 
patients, for a ledger account to be kept showing 
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the expenditures for drugs sent to all hospital 
divisions even though no payment of such individ- 
ual indebtedness could or should be expected. It 
may be said that in the dispensary the prescribing 
of standard drugs only should be permitted un- 
less the patient himself is able to pay therefor. 
To dispense bottled preparations containing from 
twelve to sixteen ounces or to issue insulin cover- 
ing a week’s supply is extravagant and therapeu- 
tically unwise. 


Perpetual Inventory Is Practical 


Finally, to endeavor to conduct efficiently any 
business without annual if not quarterly inven- 
tories is economically impossible. A _ perpetual 
inventory for the drug store is not only wise but 
practical. Knowing the amount of stock on hand 
and each day keeping a day sheet showing the 
amount dispensed should enable the careful drug- 
gist to approximate rather accurately the value 
and amount of his stock at any time. It need only 
be said that the issuance of drugs from the store- 
room to the drug store proper and the charging 
off of these articles as they are issued should be 
a great aid to the accurate computation of inven- 
tory stock sheets. The financial] success of the 
whole situation lies in the closest cooperation be- 
tween the drug store and the business office. 
Each prescription forwarded to the private floors 
must be properly priced and a duplicate forwarded 
to the business office. 

This article, as has been intimated, is in con- 
tinuation of a previous general statement in 
regard to saving money in this important hospital 
division. 





Fire Hazards a Brief Trip Through 
the Hospital May Reveal 


Does every superintendent know of the fire hazards 
that exist in his hospital? 

The Western Hospital and Nurses Review lists the fol- 
lowing hazards as among those the superintendent might 
find on a brief trip of observation through his institu- 
tion: 

Equipment or supplies piled high in front of fire ex- 
tinguishers or other fire fighting apparatus. 

Janitors’ closets with dirty rags piled on the floors or 
on the shelves. 

Janitors’ mops resting in corners or closets rather than 
being stood on end or hung on hooks. 

Makes of fire extinguishers that are not approved by 
the National Board of Fire Underwriters. 

Fire extinguishers not refilled frequently enough to be 
useful. ° 

A hose that is too old to withstand water pressure. 

Heads of departments that do not know how to use a 
fire extinguisher. 

Loose lighting fixtures. 
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Extensions to lighting fixtures made by employees not 
competent to do it properly. 

Extension cords from lighting fixtures draped around 
such things as water pipes or iron hooks not properly in- 
sulated. 

Dangerous electric appliances used by patients. 

Packing boxes and packing material stored in base- 
ment. 

Piles of débris of an inflammable character near build- 
ings which are not fireproof. 

Materials on shelves and in storerooms piled too near 
electric lights or fixtures. 

Employees smoking in places where materials of in- 
flammable nature are stored. Chemicals highly inflam- 
mable stored in places where the containers may be 
tipped from shelves and broken. 


Restoring Handicapped Men and 
Women to Economic Usefulness 


Making it possible for disabled and handicapped men 
and women to earn a living is being carried on with 
marked success in fifty-two cities in the United States by 
the Goodwill Industries, according to an abstract in 
Hospital Social Service. 

Waste material that is of no further use in the home 
is reclaimed and made into useful articles while at the 
same time more than 15,000 men and women are pro- 
vided the means of earning, and learning a way of self- 
support. The cast-off material is utilized by reconditioning 
all that is repairable, by making new articles out of good 
parts of articles beyond repair, by distributing through 
the bargain basement that which is beyond repair in 
workrooms but which can be repaired by people in their 
own homes, and by salvaging material beyond repair and 
shipping it to various mills to be manufactured into new 
products. 

The employment service of the Goodwill Industries is 
extended to men and women who because of age, physical 
or health disability, mental difficulties or various other 
handicapping reasons cannot be placed into industry; to 
disabled men and women who require training or re- 
training pending their permanent placement; to unem- 
ployed people able or disabled, skilled or unskilled, who 
may need temporary employment or be dependent upon 
public support. 

One of the branches employs people over eighty years 
of age, another has a worker 106 years of age and in 
various branches are hundreds of workers over seventy 
years of age. 





What Good Roads Have Done to 
Improve Health Conditions 


Improved road surfaces have played a significant part 
in the improvement of public health, according to the 
Surveyor, by removing the ever-present dust in dry 
weather and mud in wet weather which caused injurious 
effects both to travelers and to persons living along the 
roads, by making it possible for medical men to get to 
their patients more often with less time, by enabling 
patients to be taken to hospitals with less discomfort in 
a shorter time and by allowing the distribution of food 
products while they are yet fresh. 











Editorials 


Thinking Ahead 


T DOES not require any greater stretch of the 
imagination to foresee health centers con- 
nected with the general hospitals in towns 

where there are no medical schools than it does 
to contemplate the great growth of hospital de- 
velopment over the past fifty years. 

In 1878 there were 157 hospitals of various 
kinds in the United States and Canada, with a bed 
capacity of 35,453. To-day there are 8,000 hospi- 
tals, with a bed capacity of close to 900,000. 

Adhering to the fundamental theory that hos- 
pitals are first, last and always for the welfare of 
the patient, how much better would it be if the 
sick man or woman could find at one center all the 
medical skill and hospital or out-patient facilities 
necessary for their relief. It matters not to what 
social stratum a patient may belong. The matter 
of time saving and convenience in arriving at a 
diagnosis and securing necessary treatment 
whether by hospitalization or not is always im- 
portant. This is obviously more important to the 
poor man or woman than to the well-to-do. 
Naturally the nucleus of such a group would be a 
hospital which need not differ materially from 
hundreds of good institutions now existent in 
towns where teaching connections can never exist. 

Accommodations for the care of the poor, the 
middle class and the man of means must be pro- 
vided; an out-patient department for the poor 
where they may obtain thorough study and the 
necessary treatment by hospitalization or other- 
wise; a diagnostic clinic for the middle class 
where group opinions may be had for a charge 
commensurate with the patient’s ability to pay; 
offices for every staff member where the better 
class patients may consult them. Whether this 
office accommodation should be provided by the 
hospital and charged for, whether it should be 
supplied by a club, composed of the staff, or 
whether it should be provided by some dis- 
interested person or corporation matters not. 

Such a center should be supplied with squash 
and tennis courts, bowling alleys, pool and 
billiard rooms. 

To the busy physician who could perform his 
hospital duties, have his lunch, participate in 
whatever form of athletics he likes best and fill 
his office hours at one and the same place this 
would mean much. Nor would he be the only one 
by any means to profit by the arrangement. The 
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patient at the hospital who must wait for ‘he 
pnysician’s return after office hours or the ofiice 
patient who in turn must wait for the necessary 
hospital call to be made, both suffer under the 
present régime, which is manifestly unfair but is 
unavoidable. A cafeteria for patients, their 
relatives and physicians, a reliable twenty-four 
hour telephone service for all, a common record 
room available to all, are some of the economic 
features that go to make up this Utopian dream, 
which may not be so far removed as its first con- 
sideration may seem to indicate. 


A Matter of Community Policy 


place of a public utility as well as becoming 

more and more generally recognized as a com- 
munity responsibility is indicated by the ever in- 
creasing number of community chests in operation 
in this country. 

In some instances, however, it cannot be de- 
nied that the initiation of a community chest rep- 
resents something of a defense reaction on the 
part of the public. In the wake of advancing hos- 
pital costs has come the necessity for frequent 
public appeals for financial aid and as a result cam- 
paign succeeds campaign with such disconcerting 
rapidity that community philanthropic and eco- 
nomic chaos has ensued. As a natural result came 
the realization that such competition on the part 
of the hospitals of a community is unsound in 
principle because in the final analysis the proper 
care of the sick and injured in any locality repre- 
sents but an act of good business judgment. More- 
over, the benefit to the community’s soul that ac- 
companies a response to normal human instincts 
represents an additional and less concrete but at 
the same time real recompense from such an ac- 
tivity. 

But the community chest has yet to demon- 
strate its fullest potentialities. Hospital execu- 
tives not infrequently look with suspicion upon 
grants received therefrom. They resent any at- 
tempt on the part of those directing such cam- 
paigns for funds to dictate or even suggest meth- 
ods of economy in the conduct of the hospital. 
Paternalism is a word of fearful portent to many 
such administrators. They cry, with the people 
of ancient Troy, “Timeo Danaos Dona Ferentes”— 
looking with suspicion on the grant of money from 
such a federation because of the probability of 
some administrative reservations being attached 
thereto. 

A nice point in community and hospital policy 
arises at just this juncture. How should suc! 


T ie the hospital is rapidly assuming the 
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appropriations be computed if collective responsi- 
bility for the financing of community hospitals is 
conceded as an economically and politically sound 
policy? Shall the directors of the chest attempt 
to meet the institutional deficit as it is presented 
by each hospital? Should an attempt be made 
to recompense each hospital on a per capita per 
diem basis for all free work done? What is the 
governmental obligation to the general hospitals 
from the standpoint of meeting a part or all of the 
expense incident to the institutional care of the 
indigent sick? These are problems of the greatest 
importance to every community. 

Notwithstanding the fact that some hospitals 
blessed with a substantial endowment have no 
need for membership in the business of collec- 
tive financial effort, it would seem that the great 
majority of institutions are benefited thereby. Un- 
less opportunity is at hand for the inspection by 
federation finance committees of the bookkeeping 
methods of the hospitals affected, the loosest of 
business methods will be likely to prevail. If defi- 
cits are to be met facts as to the reasons therefor 
and the origin thereof should be in the hands 
of the committee on appropriations. Nor is this 
carping paternalism but a requirement that any 
business man would exact under like circum- 
stances. This method of appropriation is men- 
tioned largely to condemn it as impractical and in- 
efficient. If it is granted that the contributing 
public should pay for the care of the indigent sick 
then each hospital should present its bill therefor 
in terms of free days given. But in so doing it 
should not be forgotten that the institution gives 
much free service to the part-pay patients as well. 


Variance in Maintenance Costs 


The problem is further complicated by the great 
institutional variance in the cost of maintaining a 
ward bed. If costs of service rather than charges 
therefor are to serve as a basis for chest ap- 
propriations then an attempt to learn the com- 
parative adequacy and economic effectiveness of 
each institution’s work must be made. But none 
there are who can more than loosely define the 
boundaries that separate the adequate from the 
slipshod, the reasonably modern and _ sufficient 
from the unnecessarily extravagant hospital serv- 
ice. And yet some basis for the equitable dis- 
tribution of the many millions annually poured by 
4 generous public into public purses must be 
sought. Hence it would seem reasonable and just, 
until such a satisfactory yardstick with which to 
measure ward service to the sick is at hand, for 
« basic per diem figure to obtain beyond which 


each hospital might go only if its financial equip- 


ment permitted. And yet it would seem that some 
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of the cost of maintaining indigent patients in 
general hospitals should be met by money gained 
by taxation. Perhaps if a public governmental hos- 
pital is at hand private institutions should be 
paid by the municipality for each free day’s serv- 
ice, a sum equal to that required for a like serv- 
ice in its own institution. 

A close cooperative understanding between 
the trustees of private and public hospitals and 
those persons directing the community chest is 
necessary if such questions of community respon- 
sibility are to be satisfactorily settled. 


What Careless Utterances Can Do 


T IS particularly unfortunate that at this time 
| the question of hospital costs should again be 
brought to the fore. Several studies, none of 
them complete or particularly adequate, have 
been made, yet these preliminary studies at least 
indicated that the cost to the patient was not 
nearly so high as many speakers would have us 
believe, and that the factors contributing to hos- 
pital charges usually emanated from the medical 
profession for the additional diagnostic and ther- 
apeutic agents that would benefit the patient and 
aid in a more complete and satisfactory recovery. 
An editorial in a summer number of the Jowr- 
nal of the American Medical Association pointed 
out that it was bad taste to discuss promiscu- 
ously the subject of costs until the Committee on 
the Cost of Medical Care should make its report 
and that discussion not based upon logic and ex- 
act knowledge would tend to confuse. 

Recently at the meeting of the American Col- 
lege of Surgeons, Dr. Will Mayo took occasion 
to speak on the subject, much to the consterna- 
tion of hospital administrators. The quotations 
in the newspapers of excerpts of his speech put 
the world famous surgeon in a most ridiculous 
light, but the gullible public believes only what it 
wants to believe, and hence his remarks, although 
not founded upon study or upon the findings of 
the report of the Committee on the Cost of Med- 
ical Care, have been given credence far beyond 
their value. 

No one doubts that the Mayo Brothers of Roch- 
ester, Minn., are eminent surgeons and have con- 
tributed liberally of their talents and skill to 
humanity. But their ability as surgeons does not 
qualify them to discuss hospital administration. 
It would be an affront of no small proportions 
for a hospital administrator to tell them how to 
wield the knife that they have so wonderfully 
used in the saving of human life. It is no lesser 
an affront for them arbitrarily to tell the hospital 
administrator his business. 
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We know that Dr. Will Mayo did not inten- 
tionally mean to offend hospital superintendents, 
but his remarks were carelessly made—and care- 
lessness should not be indulged in, particularly by 
surgeons, because it shatters confidence and does 
irreparable harm. If the report of the Committee 
on the Cost of Medical Care is fair and sound, 
Doctor Mayo will change his opinion because he 
is a man of broad vision and understanding and 
because above all he is the type of gentleman who 
would not want to do an injustice to those who, 
like himself, are contributing to the alleviation of 
suffering. 


Tuning Up the Vox Pop 


ONGRESS has enacted and the President 
C has signed a measure appropriating $4,- 
250,000 to fight the fruit fly. 

What would happen if somebody asked for that 
amount to fight the respiratory diseases of man? 
Suppose some government official should plead 
for one-half that amount for the control of the 
venereal infections or one-twentieth that sum for 
the study of problems having to do with hospital 
construction and operation. Capitol Hill would 
buzz like a burning hornets’ nest. 

Congress is not to blame. The members of that 
august body of Solons carry the most sensitive 
receiving sets known to man; they are responsive 
to the faintest and most remote vibration of the 
political ether but they tune in on no other wave 
length. If the people don’t broadcast, Congress 
doesn’t receive. Despite our much vaunted 
“health education of the general public” the vox 
populi is mute concerning the salvation of man’s 
body but clamorous for the integrity of the right 
hand trousers’ pocket and its contents. 


Talking It Over 


HIS is the month of russet trees, open fires and all 

those thrilling perfumes of autumn. Three hundred 
and seven years ago the Pilgrim Fathers were on the 
edge of starvation. A scanty harvest in the beginning of 
cold weather found these hearty forefathers threatened 
with extinction. Were they downhearted? No. Governor 
Bradford sent out men to shoot game so that a day of 
thanksgiving might be celebrated. 

We are apt to think that Thanksgiving is an American 
holiday but, as a matter of fact, it was initiated in cele- 
bration of the cessation of the Great Plague of London 
and therefore is an English custom introduced into Amer- 
ica by our English forefathers. Until the Civil War, the 
day did not have the sanction of Congress but when that 
terrible conflict was in progress, Abraham Lincoln named 
the last Thursday of November as Thanksgiving Day. 
The Pilgrims had no turkey, cranberry sauce, pumpkin pie 
or chrysanthemums and as yet football had not been in- 
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troduced but, in the face of hunger and privation, they 
had the courage and optimism to thank their Maker that 
they were still alive. 

We of the hospital field have enumerable things for 
which to be thankful and the number of our bles-ings 
grow daily. Vexations, trials and tribulations are ours 
but as we look back along the years we realize that we 
have been increasingly blessed. 


of * 6 


LPHONSE LAVERAN, a French medical officer, on 

duty in Algiers discovered the malaria parasite No- 
vember 6, 1880. Golgi noted the difference between tertian 
and quartan ague five years later. In 1894, Manson 
suggested the mosquito transmission of the disease. The 
following year Ross studied this phase of the problem in 
the malaria of birds, tracing the cycle of the parasite 
from mosquito to bird and from bird to mosquito. In 
1897, he applied the same methods to human malaria, 
incriminating the Anopheles. Since then man has been 
endeavoring all over the world to control and bring about 
the eventual extermination of the disease that under- 
mined Greece and caused Rome to fall. 


* * + 


T is remarkable how many of the great poets and 

authors have been medical men. Not the least of these 
was Dr. Oliver Goldsmith who was born on the 29th of 
this month 101 years ago. The son of a poor preacher 
described in “The Deserted Village” as “A man he was 
to all the county dear and passing rich on forty pounds 
a year”, educated at Trinity College, Dublin, he studied 
medicine at Edinburgh and Leiden. As a practitioner, he 
was not a success and he drifted back into literary work. 
He had no idea of the value of money and died heavily 
in debt but leaving the world richer by some of the most 
beautiful things that have ever been written in the 
English tongue. 


* * * 


Baca is the time of year when interns should be get- 
ting into their stride. The relief from the undergrad- 
uate grind that comes in June is followed by a let-down 
and the young physician is pretty apt to begin his intern- 
ship in a spirit of irresponsibility and laziness. The fact 
that his internship is a golden opportunity has not reg- 
istered yet and sometimes he regards it as a more or 
less wasted year that he might have employed in making 
some money to pay off his debts. The whole change from 
the regularly ordained schedule of college duties to the 
freedom of hospital life tends to make him loaf. Too 
frequently he is assigned to a service, more or less 
turned loose, and so long as he gets by nobody checks 
up on him. Perhaps this picture is overdrawn but the con- 
ditions described exist in greater or less degree in many 
hospitals. There is a duty to the intern that transcends the 
mere giving of an opportunity for the acquirement of 
medical knowledge. An internship should be designed to 
give intelligent experience—intelligent in that every case 
should be made the modality of careful instruction. To 
become a good clinician, thousands of sick people must 
be studied minutely from the viewpoints of diagnosis and 
treatment. Unless the intern is so taught that every 
sign and symptom will automatically register, he will not 
gain the full benefit of his opportunities. All of this 
means at base the development of responsibility and 
everything that the intern does should be directed to tht 
end. This is a duty that demands the best efforts of te 
profession of hospital medicine. 
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Abstracts of Hospital Literature 
From Foreign Countries 


A Department Conducted by E. M. BLUESTONE, M.D. 


Medical Director, Montefiore Hospital, New York City 


Review was found particularly interesting 

by its readers because of the presentation of 
accounts of the International Hospital Congress 
and the convention of the American Hospital As- 
sociation held at Atlantic City last June and the 
Congress of the International Council of Nurses 
held at Montreal. 

Detailed reports of these meetings comprise 
the major portion of the September number of 
the magazine, although there are several original 
articles of interest. The subject matter of the 
chief articles may be summarized briefly as 
follows: 


Tee September issue of the Dutch Hospital 


I. “THE HOSPITALS IN AMSTERDAM,” 
J. L. C. Wortman, M.D., former superintend- 
ent, Hilversum 


This article follows the publication in previous 
numbers of a description of the municipal hos- 
pitals. It describes the Holy Virgin Hospital, a 
large Catholic institution with a capacity of 750 
beds erected in the era of the pavilion system at 
the end of the nineteenth century. The hospital 
consists of a complex of low buildings. In the 
beginning only paupers were admitted, but since 
the closing of one of the private Catholic hospitals 
two private clinics have been erected on the plot 
of the Holy Virgin Hospital. One of the clinics 
is used for medical and surgical cases and the 
other is a large maternity clinic furnished with 
the newest apparatus and constructed on the 
latest hygienic principles. The Catholic authori- 
ties have bestowed great care on the perfection 
of the hospital, which is one of the outstanding 
institutions of the country. 


ll. “TRE FIRST INTERNATIONAL CON- 
GRESS IN ATLANTIC CITY,” Dr. W. H. 
Mansholt, Superintendent, Groningen 


The author gives ap extensive survey of the 
reports and the discussions at the Congress. He 
ic particularly delighted with the report of Dr. 
©. S. Goldwater which aroused great interest, and 
h? points out that the timely character of Doctor 


Goldwater’s report is attested by the animated 
discussions with which it was accompanied. He 
points out, however, that the American hospital 
has a character of its own that is quite different 
from any of the hospital institutions in Eur- 
opean centers. 


Ill. “NEAR NEW YORK,” A. C. Bliek, As- 


sistant Superintendent, Schiedam 


Reporting on the Congress of the International 
Council of Nurses, this author describes her stay 
at Glen Head, Long Island, and an enthusiastic 
narrative is told of the country and its people, 
both in the United States and Canada. Now she 
is home and at work again, but “in memory’s 
chest she has stored away something that money 
could not buy and time could not erase.” 


IV. “ADMINISTRATION AND ECONOMY IN 
HOSPITALS,” J. van d. Leen, Adminis- 
trator of the Psychiatric Hospital of Rotter- 
dam 


In continuation of a preceding article the 
author writes on the hospital bakery which he 
describes as a “double heat air oven” electrically 
lighted within and fueled by coal briquettes. The 
dough is kneaded by a revolving siphon kneading 
machine. For the performance of his task the 
baker is assisted by four patients. Apart from 
any consideration of the quality of the bread, it 
seems clear that the bakery is an economy to the 
hospital. 


A New Hospital Subsidy Plan 


A proposed bill, at present being drafted for New South 
Wales, Australia, would provide for the appointment of a 
hospital commission of five experts to exercise general su- 
pervision over the hospitals and to allot government sub- 
sidies to the hospitals, an item in the Journal of the 
American Medical Association reports. 

If the bill is approved, the state will probably be divided 
into hospital districts and standardization of the institu- 
tions aimed at. The bill provides for subsidies according 
to the needs of the various hospitals. 
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A. C. of S. Approved Hospitals 


American College of Surgeons during the last year 
over the number approved for 1928, according to 
the official list of approved hospitals made public at the 
twelfth annual standardization conference of the college 
held in Chicago, October 14 to 18. The total number of 
hospitals approved as of October 1, 1929 is 1,969. Those 


Frame additional hospitals gained recognition by the 


approved last year numbered 1,919. 


proved hospitals for 1929, however, is not equal to the 
gain of 1928 over 1927, when the list was enhanced by 
The total number of 
hospitals surveyed for the new list was 2,855, ninety-four 
survey for 1928. 


seventy-four additional hospitals. 


more than were included in the 


ALABAMA 


Name of Hospital and Location 


BESSEMER 
Bessemer General Hospital 
BIRMINGHAM 
Birmingham Baptist Hospital 
Children’s Hospital 
Gorgas Hotel-Hospital 
Hillman Hospital 
Norwood Hospital 
St. Vincent’s Hospital 
South Highlands Infirmary 
DOTHAM 
Frasier-Ellis Hospital 
Moody Hospital 
FAIRFIELD 
Employees’ Hospital of the Tennessee 
Coal, Iron and Railroad Company.... 


GADSDEN 
*Holy Name of Jesus Hospital 
JASPER 
Walker County Hospital 
MOBILE 
City Hospital 
Mobile Infirmary 
Providence Infirmary 
United States Marine Hospital 
MONTGOMERY 
*Montgomery Memorial Hospital 
St. Margaret’s Hospital 
SELMA 
Alabama Baptist Hospital 
Goldsby King Memorial Hospital 
Vaughan Memorial Hospital 
SYLACAUGA 
Drummond-Fraser Hospital 
Sylacauga Infirmary 
TUSKEGEE 
United States Veterans Hospital 
TUSKEGEE INSTITUTE 
John A. Andrew Memorial Hospital... . 


ARIZONA 


Capacity 


BISBEE 
*Copper Queen Hospital 
GLOBE 
Gila County Hospital 
JEROME 
United Verde Copper Company Hospital 51 
MIAMI 
Miami- penepivetion Hospital 
PHOEN 
Good cet Hospital 
St. Joseph’s Hospital 
PRESCOTT 
Mercy Hospital 
TUCSON 
St. Mary’s Hospital and Sanatorium. 
Southern Methodist Hospital and Sana- 
torium 113 
United States Veterans Hospital 
WHIPPLE BARRACKS 
United States Veterans Hospital 


ARKANSAS 


EL DORADO 

*Henry C. Rosamond Memorial Hospital 50 
*Warner Brown Hospi 75 
FAYETTEVILLE 

Fayetteville City Hospital 


*The asterisk (*) indicates conditional 
approval, 


for 1929 


The gain of ap- 


FORT SMITH . 
St. Edward’s Mercy Hospital 
*St. John’s Hospital ’ 
Sparks Memorial Hospital 
HELENA 
*Helena Hospital 
HOT SPRINGS 
Leo N. Levi Memorial Hospital 
oe Joseph’s Hospital 
JONESBORO : 
St. Bernard’s Hospital 
LITTLE ROCK 
*Arkansas Children’s Hospital 
Baptist State Hospital ... 
Little Rock General Hospital 
Missouri Pacific Hospital 
St. Vincent’s Infirmary . 
Trinity Hospital 
NORTH LITTLE ROCK 
United States Veterans Hospital 
TEXARKANA : 
Michael Meagher Memorial Hospital... 
St. Louis Southwestern Hospital 


CALIFORNIA 


ALHAMBRA 

Alhambra Hospital 
ARLINGTON 

*Riverside County Hospital 
BAKERSFIELD 

Mercy Hospital 
BELMONT 

Community 

County 

BERKELEY 

Alta Bates Hospital 

University of California Infirmary 
BURBANK 

ene. Hospital 
COMPTO 

Las iene Hospital 
FORT BRAGG 

Redwood Coast Hospital 
FRENCH CAMP 

San Joaquin General Hospital 
FRESNO 

General Hospital of Fresno County 
GLENDALE 


Hospital of 


Glendale Sanitarium and Hospital...... 292 


HOLLYWOOD 
Hollywood Clara Barton Memorial Hos- 
pital 
LA JOLLA 
Scripps sigenaetas Hospital 
LIVERMO 
United tes Veterans Hospital 
LOMA LINDA 
Loma Linda Sanitarium and Hospital. . 
LONG BEACH 
Long Beach Community Hospital 
St. Mary’s Long Beach Hospital 
Seaside Hospital 
LOS ANGELES 
Angelus Hospital 
California Lutheran Hospital 
Cedars of Lebanon Hospital ........... 
Children’s Hospital 
French Hospital 
Golden State Hospital 
Hospital of the Good Samaritan 
Methodist Hospital of Southern Cali- 
DED ¢saccaneacne Martnstenneeecnacn 
Orthopedic Hospital 
*Queen of the Angels Hospital 
Roosevelt Hospital 


the requirements. 


“Conditionally approved” hospitals in this list, indicated 
by the asterisk, have accepted the minimum requirements 
for hospitals as laid down by the American College of 
Surgeons and are endeavoring to carry them out, but 
for lack of time or other acceptable reasons have heen 
unable to do so in every detail. 
institutions that have not had sufficient time to complete 
the details of the requirements incident to full approval. 
A few hospials have been dropped from the approved list 
this year or lowered in rating because of failure to meet 
A few have not been rated pending 
the settling of acute problems affecting their eligibility 
for approval at the time the list was being compiled. 


Some of these are new 


Oe WEE TD dsscccccccssece I 65 
Santa Fe Coast Lines - pees 
White Memorial Hospital 


MARE ISLAND ’ 
United States Naval Hospital 
NATIONAL CITY 
Paradise Valley Sanitarium and Hospital 128 


OAKLAND 
Baby Hospital 
Fabiola Hospital 
Highland Hospital of Alameda County. 45 
Peralta Hospital 148 
Providence Hospital 
Samuel Merritt Hospital 
ORANGE . 
Orange County General Hospital 
OXNARD 
St. John’s Hospital 
PALO ALTO : 
United States Veterans Hospital 


PASADENA 
Pasadena Hospital 


RIVERSIDE 
Riverside Community Hospital 


ROSS 
Ross General Hospital 
SACRAMENTO 
Mater Misericordiz Hospital 
*Sacramento Hospita 
Sutter Hospital 
SAN BERNARDINO 
Ramona Hospital 
San Bernardino County Hospital ....... 2% 
SAN DIEGO 
er ee aa 385 
San Diego County General Hospital. . 650 
United States Naval Hospital .1000 
SAN FERNANDO 
United States Veterans Hospital ....... 2 
SAN FRANCISCO 
Franklin Hospital 
French Hospital 
*Hahnemann Hospital of the University 
of California 
Hospital for Children 
Letterman General Hospital 
Mary’s Help Hospital 
Mount Zion Hospital 
St. Francis Hospital 
St. Joseph’s Hospital 
St. Luke’s Hospital 
OO eee 395 
San Francisco Hospital 
Shriners’ Hospital for Crippled Children 6 
Southern Pacific General Hospital 300 
Stanford University Hospitals 334 
United States Marine Hospital 320 
University of California Hospitals 83 
SANITARIUM 
St. Helena Sanitarium and Hospital ... 146 
SAN JOSE 
O’Connor Sanitarium 
San Jose Hospital 
Santa Clara County Hospital 
SAN LEANDRO 
Fairmont Hospital of Alameda County. . 
SAN MATEO 
Mills Memorial Hospital 
SAN PEDRO 
San Pedro General Hospital 
United States Naval Relief Ship 
SANTA BARBARA 
St. Francis Hospital 
Santa Barbara Cottage Hospital 
Santa Barbara General Hospital 
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STATISTICS SHOWING NUMBER AND PERCENTAGE OF APPROVED HOSPITALS IN EACH STATE 


AND PROVINCE WITH AGGREGATE NUMBER AND AVERAGE PERCENTAGE FOR 
THE UNITED STATES AND CANADA 


state 


Alabama 
\rizonz 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Idaho 





Illinois 
Indiana 

Iowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessec 
Texas 

Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Canal Zone 
Hawaii 

Porto Rico 


Fotals for United States 


Alberta 

British Columbia 
Manitoba 

New Brunswick 

Nova Scotia 

Ontario 

Prince Edward Island 
Quebec 
Saskatchewan 


Totals for Canada 





Grand Totals 














100 or more beds 50 to 99 beds 5 to 49 bed 
Approved Approved Approved 
Number | _ | Number |__| s« Number | eael 
hospitals : Per- hospitals | N | Per- | hospitals Per 
Hansher } centage | ; 2 _— centage Number contane 
Slee Sa — 4% oe ae os an 
| ] 
2 | 42 | 100 | 22 } 32 54.5 13 15 4 
6 6 | 100 4 2 5° 0 3 5° 
io | 10 100 12 | 5 600 0 6 I 10 7 
84 | 70 83.4 45 18 40 41 | 5 
19 19 100 13 | 19 77 5 3 37 «5 
21 21 100 38 0 75 ° ° ° 
3 3 100s} 2 | 2 100 ° ° ° 
15 15 | 100 1 | 1 | 100 ° ° ° 
15 15 100 it | 7 63.0 i9 8 4 
13 12 9? 3 19 9 7-4 5 i 20 
5 5 100 5 3 60 6 33 3 
98 84 85.7 51 23 45 1 10 ° ° 
30 28 93 3 17 7 41.1 24 1 4 
25 22 88 31 19 61 11 1 9 
il 10 gl 25 | 17 05 15 6 40 
14 14 100 21 12 57 17 I 6 
14 i4 100 13 | 1m | 84.7 6 I 16 6 
8 8 100 11 7 63.0 4 ° ° 
21 21 100 7 6 | 857 7 2 25.0 
66 64 07 37 29 | 78.3 16 5 31 
37 35 04 0 4 15 | 025 20 3 15 
35 35 100 2 12 60 14 3 21 5 
10 9 90 14 5 57.1 23 5 449 
38 44 80 4 19 10 52 6 5 1 20 
8 5 100 10 9 go i! 1 9.9 
13 rf) 60 2 i 7 603 0 I 160 0 
° ° ° 1 1 100 3 600 6 
4 4 100 iI 11 100 3 1 33 
45 44 97 7 19 10 526 10 3 30 
4 3 75 A 5 100 7 I 14 
155 1609 QO1 3 7° 37 52 0 5 1 
13 12 92 3 25 55 14 ri 64 3 
7 7 100 7 5 5 _) ° 
55 37 9g 2 34 5 735 30 10 
6 2) 100 13 5 3 4 14 i 71 
7 6 85 7 1 1 52 3 14 1 71 
115 110 95 0 09 43 0 13 40 1 
8 8 100 3 66 0 ° *) 
6 6 100 il 5 72 7 1 33 
5 100 14 14 100 4 1 
13 13 100 15 14 77 7 if 19 
28 87 5 7 i¢ 50 17 17 
5 5 100 1 1 100 I i 10 
100 ( SS *) 
16 14 87 3 0 S4 ¢ 2 1 22 
4 3 90 10 13 Si ! ; 
10 Oo oc r | ‘Pa! oft if . ° 
40 30 07 4 43 S O 
100 4 5¢ 4 
1 I 100 ° ° . *) 
3 100 100 1 1 100 
o I 1 100 2) 

1243 11600 03 gol 507 if 9 523 104 ° 
7 7 100 5 100 100 
o 8 88 5 Ss ) ° 3 *) ° 
Q Qo 100 l ° ° 1 so 

3 100 0 8) 100 4 1 3 3 
4 4 100 Ss 8 100 3 c re) 
37 33 So 5 13 5 8 ° 
° ° ° 3 3 100 ° 
17 16 04 4 So 
5 5 100 9 7 777 1 ° 

. 

vl 85 03 4 73 49 67 1 4 4 17 

1334 1245 03.3 074 616 63 2 47 108 10 7 


| Total hospitals over 
| 


Number 


hospitals 





25 beds 


Approved 


Number 


Per- | 
centage | 


Alabama 


68 8 Arizona 
68 Arkansas 
53 California 
SO Colorado 
93 Connecticut 
100 Delaware 
100 District of Columbia 
66 6 Florida 
00 Ceorgia 
62s Idaho 
67 2 Illino 
$0.7 Indiana 
627 lowa 
65 Kansas 
52 Kentucky 
75.5 Louisiana 
65 2 Maine 
53 Maryland 
82.3 Massachusetts 
65.4 Michigan 
7° 4 Minnesota 
53 Mississippi 
72 5 Missouri 
62 Montana 
c6 6 Nebraska 
75 Nevada 
88 8 New Hampshire 
77 New Jersey 
59 2 New Mexico 
70 ¢ New York 
82 7 North Carolina 
47 3 North Dakota 
69 7 Ohio 
64 Oklahoma 
43 Oregon 
80 7 Pennsylvania 
77 Rhode Island 
7 South Carolina 
87 South Dakota 
4 Tennesse 
( lexa 
100 Utah 
57 Vermont 
5 Virginia 
73 Washington 
West Virgir 1 
7 Wisconsin 
45 4 Wyoming 
10 Canal Zone 
100 Hawa 
10 Porto R 
s Totals for United State 
100 Alberta 
4c British Columbia 
83 3 Manitoba 
RO ¢ New Brunswich 
SO Nova Scotia 
65 7 Ontarn 
100 Prince Edward Island 
83 Quebe: 
s Saskatchewan 
734 Totals for Canada 
69 Grand Totals 
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SANTA MONICA 

Santa Monica Hospital 
SOLDIERS HOME 

National Home, Pacific Branch 
STOCKTON 

St. Joseph’s Home and Hospital 
VETERANS HOME 

Veterans Home of California 
WESTWOOD 

*Westwood Hospital 
WOODLAND 

Woodland Clinic Hospital 


COLORADO 


BOULDER 
Boulder-Colorado Sanitarium 
Community Hospital 
COLORADO SPRINGS 
Beth-El General Hospital 
Glockner Sanatorium and Hospital 
National Methodist Episcopal Sanator- 
ium for Tuberculosis 
St. Francis Hospital 
DENVER 
Agnes Memorial Sanatorium 
Beth Israel Hospital 
Children’s Hospital 
Colorado General Hospital 
Denver General Hospital .............. 500 
Fitzsimons General Hospital 
Mercy Hospital 
National Jewish Hospital 
*Park Avenue Hospital 
Presbyterian Hospital 
St. Anthony’s Hospital 
ee, EE gc cccncdceveseen 249 
St. Luke’s Hospital 25 
DURANGO 
*Mercy Hospital 
FORT LYON 
United States Veterans Hospital ....... 5 
GRAND JUNCTION 
St. Mary’s Hospital 
GREELEY 
Greeley Hospital 
LA JUNTA 
Atchison, Topeka and Santa Fe 
road Hospital 
LONGMONT 
Longmont Hospital 
PUEBLO 
Corwin Hospital 
Parkview Hospital 
St. Mary Hospital 
SALIDA 
Denver and Rio Grande Western Hospi- 
tal Association’s Hospital 
*Red Cross Hospital 
SPIVAK 
Sanatorium of the Jewish Consumptives’ 
Relief Society 
TRINIDAD 
Mt. San Rafael Hospital 


CONNECTICUT 


BRIDGEPORT 
Bridgeport Hospital .................. 289 
St. Vincent’s Hospital 
BRISTOL 
Bristol Hospital 
DANBURY 
Danbury 
DERBY 
Griffin Hospital 
GREENWICH 
Greenwich Hospital 
HARTFORD 
Hartford Hospital 
Mount Sinai Hospital 
Municipal Hospital 
Se WUMONE MOOMNORE 2. ccccccccccccece 580 
MERIDEN 
Meriden Hospital 
MIDDLETOWN 
Middlesex Hospital 
NEW BRITAIN 
New root General Hospital 
NEW HAV 
Grace ores 
Hospital of St. Raphael 
New Haven Hospital 
NEW LONDON 
Home Memorial Hospital 
Lawrence and Memorial Associated Hos- 


Rail- 


Hospital 


Norwalk General Hospital 
NORWICH 
William W. Backus peoapttal 
re ANCE ESTEE 
anchester Memorial t 
snare orial Hospital 
Stamford Hospital 
= GTON 
arlotte Hungerford Hospital 
WATERBURY _— 
St. Mary’s Hospital .................. 220 
Waterbury aa 
WEAR TOC 
oseph’s Hospital 
WINSTED 
*Litchfield County Hospital 
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DELAWARE 

LEWES 

Beebe Hospital 
WILMINGTON 

Delaware Hospital 

Homeopathic Hospital 

St. Francis Hospital 

Wilmington General Hospital 


DISTRICT OF COLUMBIA 


WASHINGTON 

Central Dispensary and Emergency Hos- 
pital 158 

Children’s Hospital of the District of 
Columbia 175 

Columbia Hospital for Women and Ly- 
ee erry s .... 

Episcopal Eye, Ear, and Throat Hospital 100 

Freedmen’s Hospital ................+- 268 
Gallinger Municipal Hospital 51: 

Garfield Memorial Hospital 

Georgetown University Hospital 

George Washington University Hospital 

National Homeopathic Hospital 

Providence Hospital 

*Sibley Memorial Hospital ............. : 

United States Naval Hospital 

United States Veterans Hospital 

Walter Reed General Hospital ......... 1500 

Washington Sanitarium and Hospital... 180 


FLORIDA 


CLEARWATER 
*Morton F. Plant Endowed Hospital.... 
DAYTONA BEACH 
Halifax District Hospital 
DE LAND 
*De Land Memorial Hospital 
FORT LAUDERDALE 
*Lauderdale General Hospital 
GAINESVILLE : 
Alachua County Hospital 
JACKSONVILLE 
Duval County Hospital 
Riverside Hospital 
St. Luke’s Hospital 
St. Vincent’s Hospital 
KEY WEST 
United States 
LAKE CITY 
United States Veterans Hospital 
LAKELAND 
Morrell Memorial Hospital 
MELBOURNE 
*Melbourne Hospital 
MIAMI 
*Dade County Hospital 
James M. Jackson Memorial Hospital.. 325 
Victoria Hospital 
MIAMI BEACH 
St. Francis Hospital 
OCALA 
Munroe Memorial Hospital 
ORLANDO 
Florida Sanitarium and Benevolent As- 
sociation 
*Orange General Hospital 
PENSACOLA 
Pensacola Hospital 
United States Naval Hospital 
ST. AUGUSTINE 
East Coast Hospital 
Flagler Hospital 
ST. PETERSBURG 
City Hospitals (Mound Park—Mercy).. 
Faith Hospital 
TALLAHASSEE 
*Florida Agricultural and 
College Hospital 
TAMPA 
Children’s Hospital of Tampa 
Tampa Municipal Hospital 
WEST PALM BEACH 
Good Samaritan Hospital 


GEORGIA 


Marine Hospital 


Mechanical 


ALBANY 
Phoebe Putney Memorial Hospital 
ATHENS 
Athens General Hospital 
*St. Mary’s Hospital 
ATLANTA 
Davis-Fischer Sanatorium 
Georgia Baptist Hospital 
Grady Memorial Hospital 
Piedmont Hospital 
St. Joseph’s Infirmary 
Wesley Memorial Hospital 
AUGUSTA 
United States Veterans Hospital........ 5 
University Hospital y 
Wilhenford Hospital 
Children 
COLUMBUS 
City Hospital 
DECATUR 
— Rite Hospital for Crippled Chil- 


GAINESVILLE 
Downey Hospital 
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MACON 
Macon Hospital 
*Middle Georgia Sanatorium 


PLAINS 
Wise Sanitarium 
ROME 
Harbin Hospital 
SAVANNAH 
United States Marine Hospital 
THOMASVILLE 
John D. Archbold Memorial Hospital 


WAYCROSS 
Atlantic Coast Lines Hospital 


IDAHO 


BOISE 

St. Alphonsus Hospital 

St. Luke’s Hospital 

United States Veterans Hospital 
IDAHO FALLS 

Idaho Falls Latter Day Saints Hospital. 
LEWISTOWN 

St. Joseph’s Hospital 
NAMPA 

Mercy Hospital 
POCATELLO 

Pocatello General Hospital .... 
St. Anthony’s Mercy Hospital 
ST. MARIES 

*St. Maries Hospital 
WALLACE 

Providence Hospital 


ILLINOIS 


ALTON 
St. Joseph's 
AURORA 
*Aurora Hospital 
BERWYN 
Berwyn Hospital 
BLUE ISLAND 
St. Francis Hospital 
CAIRO 
St. Mary’s Hospital 
CHICAGO 
Albert Merritt Billings Hospital 
Alexian Brothers Hospital 
American Hospital 
Augustana Hospital 
Chicago Eye, Ear, 
Hospital 
Chicago Lying-in Hospital 
Chicago Memorial Hospital 
Chicago Municipal Tuberculosis Sanitar- 
ium 
Children’s Memorial Hospital 
Columbus Hospital 
Cook County Hospital 
*Edgewater Hospital 
Englewood Hospital 
Evangelical Deaconess Hospital 
Frances E. Willard National 
ance Hospital 
Garfield Park Hospital 
Grant Hospital 
Henrotin Hospital 
Hospital of St. Anthony de Padua 
Illinois Central Hospital 
Illinois Eye and Ear Infirmary 
Illinois Masonic Hospital 
Jackson Park Hospital 
John B. Murphy Hospital 
Lake View Hospital 
Lutheran Deaconess Home and Hospital 236 
Lutheran Memorial Hospital 17 
Mercy Hospital 
Michael Reese Hospital 
Misericordia Hospital 
Mother Cabrini Memorial Hospital 
Mount Sinai Hospital 
Municipal Contagious Disease Hospital. 
North Chicago Hospital 
Passavant Memorial Hospital 
*Post-Graduate Hospital 
Presbyterian Hospital 
*Provident Hospital 
Ravenswood Hospital 
Research and Educational 
the State of Illinois 
Rogers Park Hospital 
Roseland Community Hospital 
St. Anne’s Hospital 
St. Bernard’s Hospital 
St. Elizabeth’s Hospital 
St. Joseph’s Hospital 
St. Luke’s Hospital 
St. Mary of Nazareth Hospital 25 
Shriner’s Hospital for Crippled Children 
South Shore Hospital 12 
Swedish Covenant Hospital 
United States Marine Hospital 
University Hospital of Chicago 
Washington Boulevard Hospital 
Washington Park Community Hospital. 
Wesley Memorial Hospital 
West Side Hospital 
Women and Children’s Hospital 
DANVILLE 
Lake View Hospital 
National Home, Danville Branch....... 263 
St. Elizabeth’s Hospital 


Hospital 


Nose, and Throat, 


Temper- 


Hospitals of 
l 
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‘ATUR : 
ag ent and Macon County Hospital... 160 
Wabash Employees’ Hospital ........-- 85 
; KALB a 
3 Kalb Public Hospital .........----- §2 
IGHT E eee 
Praised States Veterans Hospital....... 225 
AST ST. Is 
3 Mary’s Hospital ........---+-+++++ 318 
EVANSTON . ae 
Evanston Hospital ........----+++++++> 287 
St. vranee Tloapitel ..ccccccccccccees SS 5 
*REEPOR P ; 
"aeamaaneal Deaconess Hospital ....... 103 
*Freeport Methodist Memorial Hospital.. 50 
*St. Francis Hospital .........-+-++++- 141 
GALESBURG . 
Galesburg Cottage Hospital...........- 100 
GENEVA 2 
Community Hospital ..........+-.++++ 105 
GRANITE CITY 2 
St. Elizabeth’s Hospital .............+-- 69 
GREAT LAKES ; 
United States Naval Hospital ......... 800 
HARVEY ; 
Ingalls Memorial Hospital .........--- 74 
HIGHLAND PARK 7 
Highland Park Hospital ............-- 68 
HINES ; d 
Edward Hines Junior Memorial Hospi- 
Tre C er eT TT eit 1007 
HINSDALE ; 
Hinsdale Sanitarium and Hospital..... 169 
JACKSONVILLE 
Our Savior’s Hospital ..............-. 100 
Passavant Memorial Hospital .......... 80 
JOLIET 7 
St. Joseph’s Hospital .........cscceeee 170 
Silver Cross Hospital .............+.::. 112 
KANKAKEE 
St. Mary Hospital ......... sii tore vam 
KEWANEE : 
Kewanee Public Hospital ............. 55 
Se WOES TEE civ cccccecsiaveecas 56 
MELROSE PARK 
WR TUOUNE 6c ceca cscccsesccenss 100 
MOLINE 
ee er ee re 95 
Moline Public Hospital ............... 150 
MURPHYSBORO 
St. Andrew’s Hospital ...............- 50 
NORTH CHICAGO 
United States Veterans Hospital ....... 660 
OAK PARK 
NN 6.65 6-65 eta e aed wodnks 175 
West Suburban Hospital ............. 397 
OLNEY 
Ce Cr: 6cciecscnaseeende ane 75 
PANA 
Huber Memorial Hospital ............. 50 
PEORIA 
a ee 250 
QUINCY 
I eee cos cae eee 183 
i Ce  ndci vtec acne wed eenne 216 
ROCKFORD 
OE Ee Oe ee 110 
ROCK ISLAND 
me, meee s Testi ...cccccsescses 152 
STERLING 


Public Hospital of the City of Sterling. 63 
WAUKEGAN 


Victory Memorial Hospital ............ 88 
INDIANA 
ANDERSON 
ON ee er ee 65 


CROWN POINT 
Lake County Tuberculosis Sanatorium... 128 
EAST CHICAGO 


St. Catherine’s Hospital .............. 300 
EVANSVILLE 

Protestant Deaconess Hospital ........ 161 

err 124 

United States Marine Hospital ....... 54 

Ecce ce uca wee eens eae 115 
FORT WAYNE 

Fort Wayne Lutheran Hospital ....... 193 

Methodist Episcopal Hospital ......... 138 

, ames Bleemttel ...ccccccccccccss 200 
FRANKFORT 

Clinton County Hospital ............. 50 
GARY 

Illinois Steel Company, Gary Hospital... 100 

Methodist Hospital .................-- 100 

St. Mary’s Mercy Hospital ............ 250 
HAMMOND 

St. Margaret’s Hospital................ 250 
INDIANAPOLIS 

Indianapolis City Hospital ............ 550 

Indiana University Hospital— } 


Robert W. Long Hospital 
James Whitcomb Riley Hospital for [ 


Children 370 
William H. Coleman Hospital for | 
Rr eee J 
Methodist Episcopal Hospital ......... 381 
St. Vincent’s Hospital ................ 285 
i "FFERSONVILLE 
Clark County Memorial Hospital ...... 38 
'\ FAYETTE 
La Fayette Home Hospital ............ 135 
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St. Wilesboth’s Heapltal ....2..ccsceses 250 
Wabash Valley Sanitarium and Hospi- 
St tcccebereiees sdteeeeuseaaeneeKess 55 

MARION 

*Grant County Hospital ...............- 61 
Marion National Sanatorium ......... 1104 
MICHIGAN CITY 

icin cceetentes eeeiens 60 
DE, Deters TR oc cccccccnceses 100 
MISHAWAKA 

St. Jeseph’s Heapital ..........- ‘ea 106 
MUNCIE 

Ball Memorial Hospital ............... 165 
NEW ALBANY 

a PD ccc ccencke sen ue 105 
RICHMOND 

Reid Memorial Hospital ...... = areesiiciaitiet 
SOUTH BEND 

ee” eee eee 187 

i Sn PE <ccseseeaneens aoe Be 
SULLIVAN 

Mary Sherman Memorial Hospital ..... 60 
TERRE HAUTE 

St. Anthony’s Hospital ......... 175 

RTT 178 

IOWA 

AMES 

Iowa State College Hospital cities bcstasiiae ae 
ANAMOSA 

*Mercy Hospital .......... 5 owen ae 
BURLINGTON 

Burlington Hospital ........ seen: 

eee . 120 
CARROLL 

*St. Anthony Hospital .... , a 100 
CEDAR RAPIDS 

OS ere ie arise: Se 

St. Luke’s Methodist Hospital 175 
CENTERVILLE 

*St. Joseph’s Hospital ...... is ek oe ah ok See 50 
CLINTON 

Jane Lamb Memorial Hospital . 100 

St. Joseph Mercy Hospital ..... sadews: ae 


COUNCIL BLUFFS 


Jennie Edmundson Memorial Hospital.. 125 

—f | reser aces . 124 
DAVENPORT 

I CE, es cee bee elaie eae ere . 141 

ee ee Ro 


DES MOINES 
Iowa Lutheran Hospital and Iowa Lu- 


theran Maternity Hospital .... a 
Iowa Methodist Hospital ............. 282 
a fee ‘xawnen ie 
Polk County Public Hospitals 

Broadlawns Division .... san . 100 

*General Division .......... dukthadeale: ae 
DUBUQUE 

Py PD ok ccc cneeesceee ; 100 
FORT DODGE 

St. Joseph’s Mercy Hospital ........ :< 


FORT MADISON 
Atchison, Topeka, and Santa Fe Hospi- 


Sl {aac elsenkes tas cneen wan eee sane 60 
GRINNELL 
Community Hospital ..... eats egies 60 
HAMPTON 
Lutheran Hospital .......... 54 
IOWA CITY 
Mercy Hospital .........<. - 75 
State University of Iowa, University 
I ico wie ck ene eitatS secakicda” eee 
KEOKUK 
St. Joseph’s Hospital ......... eee 80 
KNOXVILLE 
United States Veterans Hospital ....... 585 
LE MARS 
*Sacred Heart Hospital ..... a 
MASON CITY 
Co Ee as 55 
St. Joseph’s Mercy Hospital .......... 75 
NEW HAMPTON 
*St. Joseph’s Hospital ...... sa eiGn aaa, wae 
OTTUMWA 
CE. EN gv ccacecvebcceceune 65 
St. Joseph’s Hospital ..... wand halerieted 87 
Sunnyslope Sanatorium ............ 50 
SIOUX CITY 
Emtheran Hoepital «.....6.ccecee: . 
Methodist Hospital ............... vee 208 
St. Joseph’s Mercy Hospital Pe 
St. Vincent’s Hospital ......... cmecen Se 
WATERLOO 
Allen Memorial Hospital ..... “a . 87 
St. Francis Hospital ................ . 86 
WAVERLY 
St. Joseph’s Mercy Hospital .......... 56 
KANSAS 
AUGUSTA 
*Augusta Hospital ......... inibetieas. Lae 
CONCORDIA 
*Concordia Hospital ................ 39 
St. Joseph’s Hospital ....... plain’. ae 
EL DORADO 
St. Luke’s Hospital ............. teas. an 
ELLSWORTH 
Ph POD. Kceccceseesenees 47 
FORT SCOTT 
NN ee eee ea 66 
GREAT BEND 
i) I i  wasesine 62 


HALSTEAD 


Halstead Hospital ..... ppicbeaaenesind 
HAYS 

St. Anthony's Hospital 
HUTCHINSON 

GUNG BENE sccceccssccess 

St. Elizabeth's Mercy Hospital 
KANSAS CITY 

Bell Memorial Hospital ..... 

Bethany Methodist Hospital 

St. Margaret’s Hospital 
LEAVENWORTH 

*St. John’s Hospital ..... 
LIBERAL 

*Epworth Hospital .......... 
MULVANE 

*Atchison, Topeka, and Santa Fe Hospi- 


National Home, Western Branch. 
NEWTON 

Axtell Christian Hospital... 

Bethel Deaconess Hospital. . 


PARSONS 
*Missouri-Kansas-Texas Railroad Em- 
ployees’ Hospital ............ saree 
PITTSBURG 
Mt. Carmel Hospital. . 
SABETHA 
St. Anthony Murdock Memorial Hos- 
ME: sccseuduneewe —_ 
SALINA 
St. John’s Hospital 
TOPEKA 


Atchison, Topeka and Santa Fe Hospital 
Christ’s Hospital ........ sen ate tales ot aren ie 
Jane C. Stormont Hospital 
St. Francis Hospital , 
WELLINGTON 
Hatcher Hospital 
WICHITA 
St. Francis Hospital 
Wesley Hospital 
WINFIELD 
St. Mary's Hospital. ” 
William Newton Memorial Hospital 


KENTUCKY 
ASHLAND 
King’s Daughters’ Hospital 
BEREA 


Berea Collere Hospital. 
BOWLING GREEN 
City Hospital 
COVINGTON 
St. Elizabeth’s Hospital. . 
William Booth Memorial Hospital 
DAYTON 
Speers Memorial Hospital. 
JENKINS 
Jenkins Hospital 
LEXINGTON 
Good Samaritan Hospital 
St. Joseph's Hospital... ; 
Shriners’ Hospital for Crippled Chil- 
dren—Mobile Unit tile 
LOUISVILLE 
Children's Free Hospital... 
Jewish Hospital ............. a 
J. N. Norton Memorial Infirmary. 
Kentucky Baptist Hospital.... - 
*Kosair Crippled Children Hospital 
Louisville City Hospital...... a ade 
Methodist Episcopal Deaconess Hospital 
St. Anthony's Hospital...... aca 
St. Joseph's Infirmary ....... Re 
Sts. Mary and Elizabeth Hospital... 
United States Marine Hospital. 
LYNCH 
Lynch Hospital of the United State 
Coal and Coke Company... een 
MURRAY 
William Mason Memorial Hospital 
OUTWOOD 
United States Veterans Hospital 
PADUCAH 
Illinois Central Hospital. 
Riverside Hospital ......... 
PARIS 
W. W. Massie Memorial Hosptal 


LOUISIANA 


ALEXANDRIA 

Baptist Hospital ee 
ALGIERS 

United States Veterans Hospital 
BATON ROUGE 

Our Lady of the Lake Hospital.... 
BOGALUSA 

Elizabeth Sullivan Memorial Hospital 
CARVILLE 

United States Marine Hospital 
HAYNESVILLE 

Haynesville Hospital 
JACKSON 

Parker Hospital 
LAKE CHARLES 

St. Patrick's Sanitarium. . 
MONROE 


St. Francis Sanitarium 


NEW ORLEANS 
Eye, Ear, Nose, and Throat Hospital... 


107 

68 
120 
148 
300 


66 
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pU!_.UTH 


St. Luke’s Hospital...........-.++0+++- 286 
Si. Mary’s Hospital............0+-++0+s 280 
EV®LETH 
More Hospital ...cccccccccccscccccccccs 30 
FERGUS FALLS 
St. Luke’s Hospital.......ccccccccccece 50 
GRACEVILLE 
*Western Minnesota Hospital........... 39 
HIBBING 
DAdees TINE cnnccescsccecvcecesses 30 
un TLE FALLS 
Gabriel 6 MONEE ccccccccscosccess 50 
M: ANKATO 
Immanuel Hospital ..........ccccceess 75 
Se SORTS TORI s co cccccccccceesens 140 
MINNEAPOLIS 
Re DD. 6 n0 0904464 60006000008460 106 
DA: Pe Ken ccicesensaeenennes 168 
Mitel TOME scccccscvccccvccececoees 134 
Eres 200 
Hill Crest Surgical Hospital........... 72 
Lutheran Deaconess Hospital........... 150 
Maternity TReattes c.ccccccccccecccece 141 
Minneapolis General Hospital patemidens 594 
Northwestern Hospital ............+++. 200 
St. Barnabas Hospital ...............-- 166 
Se, Tiere TRAE ccc ccccccccscccsss 250 
Shriners’ Hospital for Crippled Children 4 
SE SEN 6060005000000 00065008 236 
United States Veterans Hospital........ 557 
University Hospital .......cceeeeeeeeee 300 
OAK TERRACE 
Glen Lake Sanatorium .......cccccccess 702 
RED WING 
Te, GO SIs 600 6b cecncassacens 75 
ROCHESTER 
CEE ED wkccnsdcecanesesenane 250 
i PE <i. cesnnvesetvenseases 250 
i, CE . sxetenasedoneeeas 624 
J OT ” —=eaae ere re 185 
ST. CLOUD 
Pe Ge DE i cccnccdesseneseese 211 
United States Veterans Hospital....... 340 
ST. PAUL 
AMONG THOT cccsccccocsccceccecave 1050 
EE IONE ciccccnccccecoesssne 124 
Charles T. Miller Hospital............. 216 
COUNOE SD BEOUIENEE cccosccccecssccesce 75 
Gillette State Hospital for Crippled Chil- 
GIR ceceesesce STEELS, eee 250 
PE TOOUNENEE csecccesccccesececses 115 
Mounds Park Sanitarium.............. 138 


Northern Pacific Beneficial Association 
— 


pa Fe idk ehckaeeesencone 115 
aC PE, oc audeceeseenacees 250 
St. Luke’ V errs: 185 
is ad at cennweneimin 110 
WADENA 

I ik oie dena ae 52 
WARREN 

. - eee 52 
WINONA 

Winona General Hospital.............. 139 

MISSISSIPPI 

AGRICULTURAL COLLEGE 

J. Z. George Memorial Hospital........ 44 
BILOXI 

I con a a Re wennieens 38 
BROOKHAVEN 

King’s Daughters’ Hospital............ 59 
CENTREVILLE 

Field Memorial Hospital............... 32 
COLUMBIA 

Columbia Clinic Hospital.............. 38 
CORINTH 

Se ED hs cain dase emenicawins 75 
GREENVILLE 

King’s Daughters’ Hospital (White).... 116 
GULFPORT 

King’s Daughters’ Hospital............ 100 
United States Veterans Hospital........ 425 
HATTIESBURG 

South Mississippi Infirmary............ 75 
HOUSTON 

ge ne 40 
JACKSON 

Jackson Infirmary ...........scceseee 85 
Mississippi Baptist Hospital............ 110 
‘Mississippi State Charity Hospital...... 65 
LAUREL 

*South Mississippi Charity Hospital..... 137 
MERIDIAN 

Matty Hersee Hospital................: 110 

Meridian Sanitarium ........:ccccsecs 51 

Rush’s Infirmary ............4 Rctaeuee 49 
‘ ATCHEZ 

*Natchez Charity Hospital.............. 125 
S \NATORIUM 

Mississippi State Tuberculosis Sanator- 

ME srensuseesedeee Ceeecccocecvecees 480 
JPELO 


" Tupelo I i ie ete n als 37 
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VICKSBURG 
Wiser Blenpltal ..ccccccccccccccses 72 
Vicksburg Infirmary ............+.++. 52 
Vicksburg Sanitarium and Crawford 
ee errr 100 
WINONA 
PH mena TRACMATT ccccccscccccnccccess 38 
MISSOURI 
BOONVILLE 
*St. Joseph’s Hospital...........-+++++- 75 
CAPE GIRARDEAU 
St. Francis Hospital. .........-+++eee0. 75 
COLUMBIA 
Boone County Hospital.............+.+-- 50 
University Hospitals, University of Mis- 
SOE 9.000:0600060000000 6066008088 0080 100 
INDEPENDENCE 
Independence Sanitarium ............. 75 
JEFFERSON BARRACKS ‘ 
United States Veterans Hospital....... 343 
JEFFERSON CITY 
St. Mary's Hoapltal ... cccccccseceses 60 
JOPLIN s 
*Freeman Hospital ..........+0+seeee+5 75 
Be, Dees Tee ccc cccceccccescesee 100 
KANSAS CITY ; : 
Children’s Mercy Hospital ........---- 135 
Kansas City General Hospital.......... 350 
Kansas City General Hospital (Colored 
DUES  cccccecededcccconcesacacees 170 
Research Hospital ..........++sseeee08 231 
St. Joseph Hospital .......cccccccccees 193 
St. Lake’s Hospital........ccccossecese 240 
St. Mary’s Hospital............0-se08. 183 
Trinity Lutheran Hospital ............ 125 
United States Veterans Hospital....... 200 
Wheatley-Provident Hospital .......... 65 
MARYVILLE 
De. Penmels Morsital. ...cccvcccccsceese 75 
ST. JOSEPH F 
Missouri Methodist Hospital........... 200 
Noyes Hospital ........ccccccccccceses 87 
St. Joseph’s Hospital ...ccoccccecccces 172 
ST. LOUIS 
Alexian Brothers Hospital ............ 250 
Barnard Free Skin and Cancer Hospital 40 
Barnes Weeaetes occ ccccccccccccscossse 282 
Bethesda Hoapital .....cccccccccsccces 115 
Charfation Teeasted 2cccccccccccsccccese 140 
Evangelical Deaconess Home and Hos- 
WEEE ccccocccccccsseseccecccesessece 129 
Frisco Employees’ Hospital ............ 100 
Jewish Hospital of St. Louis........... 663 
Raterem TOE .ccccccccscceccceses 200 
Missouri Baptist Hospital ............ 400 
Missouri Pacific Hospital .............. 300 
Se, BS TOE 6cccccccevesens 230 
7. Se BEE gencceanssceeanaeen 341 
St. Louis Children’s Hospital ......... 203 
St. Raia City TEE cccccccwccscces 900 
St. Louis Maternity Hospital........... 208 
St. Louis Mullanphy Hospital ......... 125 
Te, BA MEE oocc0nncseecssencee 216 
i, De DE ncccgnsakenadensee 240 
Ce, Se Pn. . cesnneensense see 125 
Shriners’ Hospital for Crippled Children 106 
United States Marine Hospital......... 70 
MONTANA 
ANACONDA 
i Se BEEN bec ccsncavcdcocneune 65 
BILLINGS 
Be. Wee TREE co nccccccoccceves 200 
BOZEMAN 
*Bozeman Deaconess Hospital........... 70 
BUTTE 
i I 6 ces eawinee beenenae 122 
Oe ee ee 177 
FORT HARRISON 
United States Veterans Hospital....... 304 
GLENDIVE 
Northern Pacific Beneficial Association 
SEE pttcbtaceenanethhesetedeenen 56 
GREAT FALLS 
EO ee ee 150 
Montana Deaconess Hospital........... 125 
HAVRE 
*Kennedy Deaconess Hospital........... 48 
*Sacred Heart Hospital ............... 59 
HELENA 
Sy SD EE gk cccnccsescesaces 60 
EEE cawnscenecsasseens 60 
KALISPELL 
*Kalispell General Hospital............. 60 
LEWISTOWN 
i Pe SEED gsddccccnsnnsanee 90 
MILES CITY 
Holy Rosary Hospital...............+:. 12 
MISSOULA 
Northern , Desiie Beneficial Association 
DT ct scthewtecideudcenepamnese 75 
St. Petick’ i DEE seakuctseneweaea 140 






NEBRASKA 
ALLIANCE 
RE OO ea eee 65 
BEATRICE 
CE Pe csc stcthesnbetaceuass 97 
COLUMBUS 
i, BT DEMNENE, cccccccecececeseses 208 
FALLS CITY 
es GY BE cc cccccccdeccaccese 34 
GRAND ISLAND 
i i Ph cccepeckooneneenne 150 
LINCOLN 
Bryan Memorial Hospital ............. 68 
Lincoln General Hospital ............. 148 
St. Elizabeth’s Hospital ..............- 225 
OMAHA 
Bishop Clarkson Memorial Hospital.... 90 
Creighton Memorial St. Joseph’s Hos- 
"RRP rane 500 
Evangelical Covenant Hospital ........ 85 
OEE TIES n.n.6000004400000260% 120 
Nebraska Methodist Episcopal Hospital. 225 
St. Catherine’s Hospital ..........+::. 165 
University of Nebraska Hospital........ 255 
Wise Memorial Hospital................ 73 
SCOTTSBLUFF 
West Nebraska Methodist Episcopal 
DEE S40Guwsnen4esunhesesennnneus 65 
NEVADA 
EAST ELY 
al paegtee Uy TNs 606066sc0s0000% 48 
ethno Tee ee ere 52 
RENO 
eT OE 50 
NEW HAMPSHIRE 
BERLIN 
Re a re 60 
CLAREMONT 
Claremont General Hospital........... 62 
CONCORD 
Margaret Pillsbury General Hospital... 123 
New Hampshire Memorial Hospital. 85 
DOVER 
Wentworth Hoeapltal ..cccccccccceccecs 79 
GRASMERE 
Hillsborough County General Hospital. 125 
HANOVER 
Mary Hitchcock Memorial Hospital.... 140 
KEENE 
Elliot Community Hospital............ 84 
LACONIA 
NE en 62 
MANCHESTER 
Balch Hospital for Children............ 30 
RE I RTE 90 
L'H6pital de Notre Dame de Lourdes... 85 
Sacred Heart Hospital................. 85 
NASHUA 
Nashua Memorial Hospital ............ 90 
St. doseph’s Hoapltal ..ccccccccccccece 115 
PORTSMOUTH 
Portsmouth Hospital .................. 80 
NEW JERSEY 
ATLANTIC CITY 
Atlantic City Hospital................. 230 
BAYONNE 
Bayonne Hospital and Dispensary...... 115 
BRIDGETON 
OS a eee 98 
CAMDEN 
ee 310 
West Jersey Homeopathic Hospital..... 278 
EAST ORANGE 
Homeopathic Hospital of Essex County. 100 
ELIZABETH 
*Alexian Brothers Hospitals............ 125 
— General Hospital and Dispen- 
SbeeROENONDS ES 04566000605006c00 200 
St. “Elizabeth I etd Ged dou uae & 160 
ENGLEWOOD 
Englewood Hospital .................. 235 
HACKENSACK 
Hackensack Hospital ................. 225 
HOBOKEN 
St. Mary’s Hospital................... 450 
IRVINGTON 
Irvington General Hospital .......... 81 
JERSEY CITY 
a 115 
Jersey City Hospital .................. 600 
St. Francis Hospital .................. 210 
LONG BRANCH 
Monmouth Memorial Hospital.......... 200 
MONTCLAIR 
*Montclair Community Hospital ....... 35 
Mountainside Hospital ................ 250 
MORRISTOWN 
OR ee 108 
Morristown Memorial Hospital......... 168 
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MOUNT HOLLY 




























*Burlington County Hospital...........- 104 
NEWARK - 
Babies’ Hoapltal ......ccescccccceees -- 35 
Hospital and Home for Crippled Chil- 
ND trae ee one be eee eee hee O84 93 
Hospital for Women and Children...... 75 
Hospital of St. Barnabas............--- 136 
Newark Beth Israel Hospital.......... 120 
Newark City Hospital...............+-. 700 
Newark Eye and Ear Infirmary........ 65 
Newark Memorial Hospital............ 181 
Presbyterian Hospital .............+-- 314 
St. James General Hospital ........... 125 
St. Michael’s Hospital...............+. 300 
NEW BRUNSWICK 
Middlesex General Hospital............ 110 
St. Peter’s General Hospital........... 106 
ORANGE ; 
Diew Jersey Orthopedic Hospital and 
ON gc cccsiecservccodsenseses ‘ 
Orange Memorial Hospital ............ 268 
ee eee eee 158 
PASSAIC 

Passaic General Hospital.............. 224 

i i PD. cvecececeneeeenes 122 
PATERSON 

Nathan and Miriam Barnert Memorial 

PE tccueuweereaeeeesestecseees 105 

Paterson General Hospital ........... 301 

eee OS re 268 
PERTH AMBOY 

Perth Amboy City Hospital............ 100 
PLAINFIELD 

Deere Wipes) .....cccccceseseve 195 
RIDGEWOOD 

Bergen County Hospital................ 300 
SECAUCUS 

Hudson County Hospital............... 206 
SOMERVILLE 

eee SSO Tr eT eee ee 86 






SPRING LAKE 
Ann May Memorial Homeopathic Hos- 
















OS ESR AP Aer eee rere 85 

SUMMIT 

OS es ee 89 
TEANECK 

eS ere er re oon ee 
TRENTON 

a aida aa aie w aeca de A 210 

i, DE SNES Coos enncccesecenes 287 

Trenton Municipal Colony Hospital.... 342 

William McKinley Memorial Hospital... 145 
VINELAND 

(I gs ced cee eecen hase 82 
WEEHAWKEN 

North Hudson Hospital............. — 







NEW MEXICO 

ALBUQUERQUE 

Atchison, Topeka and Santa Fe Hospital 70 

St. Joseph Sanatorium and Hospital.... 158 
CLOVIS 

*Atchison, Topeka and Santa Fe Hospital 32 
EAST LAS VEGAS 

*St. Anthony’s Sanitarium and Hospital 58 
FORT BAYARD 










































United States Veterans Hospital....... 450 
FORT STANTON 

United States Marine Hospital......... 250 
GALLUP 

ae Ts HE a ol acu wei alecpve Rate 83 
ROSWELL 

ON Re Sen rere 60 
SANTA FE 

St. Vincent Sanatorium and Hospital... 85 

NEW YORK 

ALBANY 

I i lg at 565 

Anthony N. Brady Maternity Home.... 120 

gg” yee 140 

Oe eee 35 
AMSTERDAM 

*Amsterdam City Hospital ............. 86 
OT Fe ee 120 
AUBURN 

Maere City Bospital 26s .cccccccccess. 155 
BATAVIA 

Oe re 72 
WET EE vce cadescenevurves 65 
BAY SHORE 

ES re rr 54 
BINGHAMTON 

Binghamton City Hospital ............ 406 
BRONXVILLE 

SEaweemes Teapltad ...cccccccccccccces 105 
BROOKLYN 

“Bethany Deaconess Hospital........... 100 
BO. SUOONO TROUNEE occ ccccctcccccces 212 
*Brooklyn Eye and Ear Hospital........ 82 
Brooklyn Hospital ........cccccscscces 204 
Brownsville and East New York Hospital 290 
ena ame 116 
Caledonian Hospital of the City of New 

NY SATE eee oe ae ek tee es. 141 





Carson C. Peck Memorial Hospital..... 
Coney Island Hospital ..............-- 167 
Cumberland Hospital ..............+.. 500 
Greenpoint Hospital ...............-+. 264 
Hospital of the Holy Family .......... 110 
House of St. Giles the Cripple.......... 100 
Jewish Hospital of Brooklyn........... 650 
Kings County Hospital ............... 1809 
Kingston Avenue Hospital............. 580 
Long Island College Hospital.......... 470 
Methodist Episcopal Hospital.......... 416 
Norwegian Lutheran Deaconess’ Home 
ie INS n0:5:4:06:06:4466000040005:02 203 
Prospect Heights Hospital and Brooklyn 
PE cncnsncashedibeeeweseee sas 145 
St. Catherine’s Hospital .............. 296 
ep, Ce ME cccccckckesnaneeess 100 
St. Mary’s Hospital of the City of 
ES IE POPE ee ree 307 
i, en CO vcecponeese ee enee's 250 
oO eee re 80 
United Israel-Zion Hospital ........... 375 


Wyckoff Heights Hospital of Brooklyn... 175 
BUFFALO 


rs Ce MOO, . . .0csis dese eee ses 863 
Buffalo Columbus Hospital............ 79 
Buffalo General Hospital............... 100 
Buffalo Hospital of the Sisters of 
EER ea ee reat 215 
Children’s Hospital of Buffalo......... 135 
CO TENE. ccccecuneeseecnees 214 
Emergency Hospital of the Sisters of 
EA REE ESS ERR Sara 100 
= 161 
Millard Fillmore Hospital ............. 300 
St. Mary’s Maternity Hospital......... 152 
United States Marine Hospital......... 97 
CAMBRIDGE 
Mary McClellan Hospital ............. 110 
CANANDAIGUA 
*Frederick Ferris Thompson Hospital... 117 
CASTLE POINT 
United States Veterans Hospital....... 400 


CLIFTON SPRINGS 

Clifton Springs Sanitarium and Clinic. 450 
COHOES 

ee ee ea 
CORNING 

PER NOMEN no ocirdccceandecasce i» 22 
CORTLAND 

Cortland County Hospital 
DOBBS FERRY 

*Dobbs Ferry Hospital........... 
ELLIS ISLAND 

United States Marine Hospital......... 152 
ELMIRA 

Arnot-Ogden Memorial Hospital........ 2 3 

St. Joseph’s Hospital ................. 7 2 
ENDICOTT 

*Ideal Hospital of Endicott....... 
FAR ROCKAWAY 

St. Joseph’s Hospital.................. 108 
FLUSHING 

Flushing Hospital and Dispensary 225 
GLEN COVE 

*North Country Community Hospital.... 112 
GLENS FALLS 

Glens Falls Hospital 
GLOVERSVILLE 

Nathan Littauer Hospital 
HORNELL 

I i oe a 60 

St. James Mercy Hospital.............. 90 
HUDSON 

Hudson City Hospital................. 91 
ITHACA 

*Ithaca Memorial Hospital.............. 126 
JAMAICA 

Mary Immaculate Hospital............. 310 
Queensboro Hospital .................. 64 
JAMESTOWN 

Jamestown General Hospital........... 102 

Woman's Christian Association Hospital 130 
JOHNSON CITY 

Charles S. Wilson Memorial Hospital... 161 
KINGSTON 


ceeemewe ‘con aa 


ere 50 


“Han 116 


Benedictine Hospital ................ . 100 

Oe eae 135 
LACKAWANNA 

*Our Lady of Victory Hospital ........ 125 
LONG ISLAND CITY 

St. John’s Long Island City Hospital... 272 
MALONE 

Alice Hyde Memorial Hospital......... 50 
MINEOLA 

EE, MED. ccccavicdcaacnweseesee 205 
MT. KISCO 

Northern Westchester Hospital........ 68 
MOUNT VERNON 

Mount Vernon Hospital .............. 150 
NEWBURGH 


St. Luke’s Hospital of Newburgh, N. Y. 134 


NEW ROCHELLE 
New Rochelle Hospital................ 141 
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Babies’ Hospital of the City of New 


OS Beery Terror Tee 80 
Beekman Street Hospital.............. 100 
A PD 6g Sac tsdede eee ne-bees 1733 
oe SS Ree 128 
et Tees MORSE 6c cccsccccescenes 43 
*Booth Memorial Hospital ............. 72 
Sa eee 110 
Cates Beespltal ..cccccccccccsccess 104 
Columbus Hospital Extension ......... 110 
Commmmnity Tieepttel ....cccccsvcccces 12 
Pitt Awenme Toapltal ....cccccccesess 17 
eS OS re 4 
French Benevolent Society Hospital. . 16 
Gouverneur Hospital ..............50.-. 10 
PE PE oo ccnéeeawadgnncesese 348 
*Herman Knapp Memorial Eye Hospital. 50 


Hospital for Joint Diseases............ 


“id 


Hospital for the Ruptured and Crippled 254 


Hospital of the Rockefeller Institute for 


DE GEOR viscera dccccctdesdecs 60 
Jewish Maternity Hospital ........... 104 
Jewish Memorial Hospital ............ 117 
Knickerbocker Hospital ............... 200 
eee OO ere 192 
eS Eee 345 
Pe Pe tcc cpeetesbnd oe cares 331 
Lutheran Hospital of Manhattan...... 121 
Manhattan Eye, Ear and Throat Hos- 

SEE. niet irs ne eee AR eae he 206 
Manhattan Maternity and Dispensary.. 106 
Memorial Hospital for the Treatment of 

Cancer and Allied Diseases.......... 104 
Metropolitan Hospital ................ 1333 
Misericordia Hospital ................. 320 
ee Eee 807 
Mount Sinai Hospital ................ 667 
Neurological Institute of New York.... 211 
New York City Hospital .......... 1060 
New York Eye and Ear Infirmary...... 175 
New York Foundling Hospital ........ 30: 
New York Homeopathic Medical College 

and Prower Tloapital 2... .cccccscvcece 22 
I I i ei en alin 324 
New York Infirmary for Women and 

SS ey enero 150 
New York Nursery and Child’s Hospital 270 

*New York Ophthalmic Hospital ....... 9 
New York Orthopedic Dispensary and 

DN ieee a es eek ah aiken Gd) atanw tics 306 
New York Polyclinic Medical School and 

SE Eee ee ee 301 
New York Post-Graduate Medical School 

gS EEE ES RT Seem 42) 
New York Skin and Cancer Hospital... 100 
Presbyterian Hospital in the City of New 

a ae onet Vaya 571 
Reconstruction Hospital ....... 57 
Riverside Hospital ..........ccccccocce 631 
Roosevelt Hospital on sg 377 
St. Francis Hospital ......... ; 450 
OE ere 417 


St. Mark’s Hospital of New York City. 2 


St. Mary’s Free Hospital for Children. 134 
St. Vincent’s Hospital of the City of 
a | SSR RS eee ee ——S 

Sloane Hospital for Women ....... .. 320 

I 176 

United States Naval Hospital.......... 847 

United States Veterans Hospital....... 900 
*West Side Hospital and Dispensary.... 33 

Willard Parker Hospital .............. 625 

Woman’s Hospital in the State of New 

REEL ORE NINA ED ati eae 260 

NIAGARA FALLS 

Mt. St. Mary’s Hospital .............. 130 

Niagara Falls Memorial Hospital. . 123 
NORTHPORT 

United States Veterans Hospital........ 944 
OLEAN 

Olean General Hospital............. 98 
ONEIDA 

Broad Street Hospital ............. 63 
ONEONTA 

Aurelia Osborn Fox Memorial Hospital 56 
OSSINING-ON-HUDSON 

I a8 
*Sing Sing Prison Hospital ............ 50 
OSWEGO 

SU IN iid eee es eG ea 80 
OTISVILLE 

Muncipal Sanatorium ............ 532 
PENN YAN 

Soldiers and Sailors Memorial Hospital. 51 
PLATTSBURGH 

Champlain Valley Hospital............ 100 
Physicians’ Hospital of Plattsburgh.... 133 
PORT CHESTER 

United Hospital ...... - 101 
POUGHKEEPSIE 

TN ee 109 
*Vassar Brothers Hospital . 213 
RICHMOND HILL 

I te oe ar 153 
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ROCHESTER | 
Genesee Hospital 
Highland Hospital ..........--++++++++ 
*Monroe County Hospital ...........--- 
Park Avenue Hospital ..........--++-- 
Rochester General Hospital ........--- 
St. Mary’s Hospital ............-++++: 
Strong Memorial Hospital ..........-- 

ROCKAWAY BEACH | 
*Rockaway Beach Hospital 

ROME : 
Oneida County Hospital 
Rome Hospital 

SARATOGA SPRINGS 
Saratoga Hospital .........cccccessess 

SCHENECTADY 
Ellis Hospital 

SOUTHAMPTON 
*Southampton Hospital 

STAPLETON ; 
United States Marine Hospital......... 

SUNMOUNT 
United States Veterans Hospital....... 

SYRACUSE 
Crouse-Irving Hospital 
General Hospital of Syracuse.......... 
St. Joseph Hospital 
Syracuse Memorial Hospital 
University Hospital of the Good Shep- 

Orr aT Tor Te eee 

TARRYTOWN 
Tarrytown Hospital 

TICONDEROGA 
Moses-Ludington Hospital 

TOMPKINSVILLE 
Staten Island Hospital ................ 

TROY 
Leonard Hospital 
i PS | occktnaevtechewenes 
Se SED ce ccscueeh svn tihnenein ees 
UTICA 
OE RE ee ee 
General Hospital 
Masonic Soldiers and Sailors Memorial 

Hospital 
St. Elizabeth’s Hospital 
*St. Luke’s Home and Hospital........ 
Utica Memorial Hospital .............. 

VALHALLA 
Grasslands Hospital 
WARSAW 
Wyoming County Community Hospital. . 
WATERTOWN 
House of the Good Samaritan ......... 
i Pe we vsitcbecbeseeernntane 
WEST HAVERSTRAW 
New York State Reconstruction Home. 
WEST NEW BRIGHTON 
Pr re 
WHITE PLAINS 
White Piains Hoapital ........cccscuss 
YONKERS 
St. John’s Riverside Hospital.......... 
~ ee ee * eae 
Yonkers General Hospital 


NORTH CAROLINA 


ASHEVILLE 
Asheville Mission Hospital ............ 
Aston Park Hospital 
BILTMORE 
Biltmore Hospital 
CHARLOTTE 


Charlotte Eye, Ear, and Throat Hospital 


I eee are 

New Charlotte Sanatorium............ 

Presbyterian Hospital 

St. Peter’s Hospital 
DURHAM 

Watts Hospital 
FAYETTEVILLE 

Highsmith Hospital 

CE EE ccs sch wanes aekevmaen 
GASTONIA 

City Hospital 

North Carolina Orthopedic Hospital.... 
“OLDSBORO 

Ps PD sc rcivnccascunsebunae 
(;-REENSBORO 

i i cnc been caewedeeebes 

Wesley Long Hospital ................ 
GREENVILLE 

Pitt Community Hospital 
HICKORY 

Richard Baker Hospital 
HIGH POINT 

High Point Hospital.......... piskones 
KINSTON 

Memorial General Hospital ............ 

Parrott Memorial Hospital ............ 
TENOIR 

Caldwell Hospital 
LINCOLNTON 
Lincoln Hospital 
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144 
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LUMBERTON 

*Baker Sanatorium ........cccccccsess 65 
MONROE 

*Ellen Fitzgerald Hospital ............. 60 
MT. AIRY 

Martin Memorial Hospital ............ 50 
OTEEN 

United States Veterans Hospital....... 742 
RALEIGH 

SE OE i cncsneae ceeveeecsvesonne 125 

St. Agnes Hospital .....ccccccccccces 101 


ROCKY MOUNT 
Atlantic Coast Line Railroad Hospital... 50 


Park View Hospital ...........eeeeee- 100 
RUTHERFORDTON 
Rutherford Hospital ..............+.+.. 64 
SALISBURY 
Satichury Mleapltal 2... ...cccccsescscees 68 
SHELBY 
See WN oc cecccteccsccccsavess 45 
STATESVILLE 
ee On Ree 56 
Rees DORRIT oo sccccsccnsscesesns 50 
WAYNESVILLE 
*Haywood County Hospital ............ 45 
WILMINGTON 
TONNE gg wc ncnagnseseerensas 35 
James Walker Memorial Hospital...... 150 
WILSON 
*Memorial Hospital ...........-seeee8: 50 
WINSTON-SALEM 
City Memorial Hospital .............. 225 
Lawrence Hospital ..............- inne ae 
North Carolina Baptist Hospital....... 100 
NORTH DAKOTA 
BISMARCK 
Bismarck Hospital and Deaconess Home 140 
CD onic dicseensecadves 175 
DEVILS LAKE 
CHiorey TROGIR cicccussesccesves P 58 
FARGO 
EO errr ree Te 
i en Ce «i cnweeesions ances 150 
GRAND FORKS 
Grand Forks Deaconess Hospital. .... . 109 
Tn errr eee 70 
MINOT 
ee Cs PD sce daseeeeee . 100 
ee res veowa ae 
OHIO 
AKRON 
Children’s Hoapital ......scscccess .. 110 
City Hospital of Akron ............... 200 
Peoples Hloapital ..cccccccccccececsces 192 
ALLIANCE 
Alliance City Hospital ............. 100 
ASHTABULA 
*Ashtabula General Hospital ........... 70 
BELLAIRE 
Pt) DOE cccckantediedeaes a spice, 
CANTON 
Amtiepen Beaptted 2... ccccccccvccscsses 160 
DE SEED aca ccadacsduaesennsenns 106 
CHILLICOTHE 
United States Veterans Hospital ..... 464 
CINCINNATI 
re Pe we eteewaneseune 375 
CO «NEED. écccsncdsvccensace 150 
Cr SE cones vaneenonnnss coe. ae 
Cincinnati General Hospital....... —S 
Deaconess Hospital ...............+. 184 
Good Samaritan Hospital ............. 600 
SE TEES ocieciccccsvis eee ee 293 
*Mithoefer Hospital ............ ‘ ro 
C—O OO” are rT 
CLEVELAND 
Babies’ and Children’s Hospital........ 147 
Ee CE sy occas daesenbnasade 275 
ce haah eee hesd sen ane 1075 
Cleveland Clinic Hospital ............. 184 
Fairview Park Hospital .............. 95 
OO EE re Tee 100 
i Ce edaccdbin'sdcanmeitesnese 40 
Te 7 "Ee eee 50 
i 2 os eccneueeees 120 
OS Ee 263 
ESS OS ESE eer 115 
DOSE DEED ccsccesenccsesesanr 300 
Mount Sinai Hospital of Cleveland.... 261 
St, Se DE siichenes see ne ene 200 
St. Ann’s Maternity Hospital ......... 112 
St. John’s Hospital of Cleveland....... 210 
eee eS eee 318 
United States Marine Hospital ........ 83 
DEED 6. psec cansesencnnveen 125 
COLUMBUS 
CE GEN cisacecccennusseaes 15 
| OO Uae ee 303 
Hawkes Hospital of Mt. Carmel....... 266 
DG ED nnen040.444640 000006008 75 
St. Ann’s Infant Asylum and Mater- 
“> Ae ere ane 50 
Pe, ED og bcaccsewaccecene 150 
Starling-Loving University Hospital.... 267 
White Cross Hospital ......cccccccces 265 





DAYTON 


Miami Valley Hospital ................ 392 


National Military Home, Central Branch 
i. nn Pn, .. veceenceb enews 
DOVER 

Union Hospital 
EAST AKRON 
Springfield Lake Sanatorium... 
ELYRIA 

Elyria Memorial Hospital and Gates 

Hospital for Crippled Children..... 

FINDLAY 

*Home and Hospital of the 

Findlay 

FREMONT 
Memorial Hospital of Sandusky County 
GALLIPOLIS 

Holzer Hospital 
HAMILTON 

Mercy Hospital 
LAKEWOOD 

Lakewood Hospital 

IMA 


Lima City Hospital 

St. Rita’s Hospital 
LORAIN 

St. Joseph’s Hospital 
MANSFIELD 

Mansfield General Hospital 
MARTINS FERRY 

Martin's Ferry Hospital 
MASSILLON 

Massillon City Hospital 
MIDDLETOWN 

Middletown Hospital 
NEWARK 

Newark Hospital 
OBERLIN 

Allen Hospital 
PIQUA 

*Memorial Hospital 
PORTSMOUTH 

Mercy Hospital ee 
*Portsmouth General Hospital 
Schirrman Hospital fs 
SALEM 

Salem City Hospital 
SANDUSKY 

Good Samaritan Hospital 
Providence Hospital 
STEUBENVILLE 

*Ohio Valley Hospital 
TOLEDO 

Flower Hospital stilen 

Lucas County Hospital . 

Mercy Hospital a ktasle 

Robinwood Hospital . 
St. Vincent’s Hospital 
Toledo Hospital ....... * a 

Women’s and Children’s Hospital 
WARREN 

Warren City Hospital 
YOUNGSTOWN 

St. Elizabeth's Hospital 

Youngstown Hospital 
ZANESVILLE 

Bethesda Hospital . ‘ 

Good Samaritan Hospital 


OKLAHOMA 


BARTLESVILLE 
*Washington County 
EL RENO 

El Reno Sanitarium 
MUSKOGEE 
Oklahoma Baptist Hospital .... 

United States Veterans Hospital 
OKLAHOMA CITY 

St. Anthony’s Hospital ......... 
State University Hospital 

Wesley Hospital 
PAWHUSKA 
*Pawhuska Municipal Hospital 
PONCA CITY 

Ponca City Hospital 
TULSA 

Morningside Hospital 
Oklahoma Hospital — 
St. John’s Hospital ....... 


Memorial Hospital 


OREGON 


ASTORIA 
*Columbia Hospital ..... 
St. Mary's Hospital 
CORVALLIS 
*Corvallis General Hospital 
EUGENE 
Eugene Hospital ......... 
Pacific Christian Hospital 
MARSHFIELD 
*Wesley Hospital 
MEDFORD 
Sacred Heart Hospital ...... 
OREGON CITY 
Oregon City Hospital ..........ccccce0s 
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155 
467 
121 

86 
392 
121 
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66 


66 
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180 
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112 
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PORTLAND 
Dr. Robert C. Coffey Clinic and Hos- 
pital 
Doernbecher 
Children 
Emanuel Hospital 
Good Samaritan Hospital 
Multnomah Hospita 
Portland Sanitarium 
St. Vincent’s Hospital : 
Shriners’ Hospital for Crippled Chil- 
dren 
United States Veterans Hospital 
SALEM 
Salem General Hospital 


PENNSYLVANIA 


ABINGTON 
Abington Memorial Hospital 
ALLENTOWN 
Allentown Hoapltal ....cccccccccccccee 240 
Sacred Heart Hospital § 
ALTOONA 
Altoona Hospital 
Mercy Hospital 
ASHLAND 
Ashland State Hospital 
ASPINWALL 
United States Veterans Hospital 
BEAVER FALLS 
Providence Hospital 
BELLEVUE 
Suburban General Hospital 
BETHLEHEM 
i occa g ak seneen wake 206 
BLOSSBURG 
*Blossburg State Hospital 
BRADDOCK 
Braddock General Hospital 
BRADFORD 
Bradford Hospital 
BRYN MAWR 


Bryn Mawr Hospital 


CANONSBURG 
*Canonsburg General Hospital 
CHAMBERSBURG 
*Chambersburg Hospital 
CHESTER 
Cy CN cc cncawendwads saben en 266 
J. Lewis Crozer Homeopathic Hospital. 100 


CLEARFIELD 

Clearfield Hospital 
COALDALE 

*Coaldale State Hospital 
COLUMBIA 

*Columbia Hospital 
CONNELLSVILLE 

*Connellsville State Hospital 
CORRY 

*Corry Hospital 
DANVILLE 

George F. Geisinger Memorial Hospital 175 
DREXEL HILL 

Delaware County Hospital 
DU BOIS 

Du Bois Hospital 

Maple Avenue Hospital 
EASTON 

Easton Hospital 
ERIE 

Hamot Hospital 

St. Vincent’s Hospital 
FRANKLIN 

*Franklin Hospital 
GETTYSBURG 

Annie M. Warner Hospital 
GREENSBURG 

Westmoreland Hospital 
HANOVER 

Hanover General Hospital 
HARRISBURG 

Harrisburg Hospital 
Harrisburg Polyclinic Hospital 
HAZLETON 

Hazleton State Hospital 
HOMESTEAD 

Homestead Hospital 
HUNTINGTON 

J. C. Blair Memorial Hospital 
INDIANA 

Indiana Hospital 
JOHNSTOWN 

Cambria Hospital 

Conemaugh Valley Memorial Hospital. . 

Lee Homeopathic Hospita 

Mercy Hospital of Johnstown 
KANE 

*Kane Summit Hospital 
LANCASTER 

Lancaster General Hospital 

St. Joseph’s Hospital 
LEAGUE ISLAND 

United States Naval Hospital 
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LEBANON 

Good Samaritan Hospital 
LEWISTOWN 

Lewistown Hospital 
LOCK HAVEN 

Lock Haven Hospital 
MAYVIEW 

Pittsburgh City Home and Hospitals. . 
McKEESPORT 

McKeesport Hospital 
McKEES ROCKS 

Ohio Valley General Hospital 
MEADVILLE 

Spencer Hospital 
NANTICOKE 

Nanticoke State Hospital 
NEW BRIGHTON 

Beaver Valley General Hospital 


NEW CASTLE 
New Castle Hospital 
NEW EAGLE 
Memorial Hospital of Monongahela .... 


NEW KENSINGTON 
Citizens General Hospital 


NORRISTOWN 
Montgomery Hospital 


OIL CITY 
Oil City General Hospital 


PALMERTON 
Palmerton Hospital 
PHILADELPHIA 
*American Hospital for Disease of 
Stomach 
Chestnut Hill Hospital 
Children’s Hospital of Philadelphia... . 
Children’s Hospital of the Mary 
Drexel Home 
Frankford Hospital 
*Frederick Douglass Memorial Hospital. 
Germantown Dispensary and Hospital. . 
Greatheart Maternity Hospital 
Hahnemann Medical College Hospital... 7 
Hospital of the Protestant Episcopal 
Church in Philadelphia 
Hospital of the University of Penn- 
OS Ee a 
Hospital of the Woman’s Medical Col- 
lege of Pennsylvania 134 
Hospitals of the Graduate School of 
Medicine 
Medico-Chirurgical Hospital 
Polyclinic Hospital 
Howard Hospital 
Jefferson Hospital 
Jewish Hospital 
Joseph Price Memorial Hospital 
*Kensington Hospital for Women 
Lankenau Hospital 
Maternity Hospital 
Mercy Hospital 
Methodist Episcopal Hospital 
Misericordia Hospital 
Mount Sinai Hospital 
Northeastern Hospital of Philadelphia. . 
Northwestern General Hospital 
Pennsylvania Hospital 
Philadelphia General Hospital.......... 2600 
Philadelphia Lying-in Hospital 105 
Presbyterian Hospital in Philadelphia.. 331 
St. Agnes Hospital 331 
St. Christopher’s Hospital for Children. 62 
St. Joseph’s Hospital 275 
St. Luke’s and Children’s Homeopathic 
Hospital 
St. Mary’s Hospital 
St. Vincent’s Hospital for Women and 
Children 
Samaritan Hospital 
Shriners’ Hospital for Chippled Children 
Stetson Hospital 
United States Veterans Hospital 
*West Philadelphia Homeopathic Hospital 
West Philadelphia Hospital for Women 
Wills Hospital 
Woman’s Hospital 
Women’s Homeopathic Hospital of Phil- 
adelphia 
Women’s 
pital 
PHILIPSBURG 
Philipsburg State Hospital 


PITTSBURGH 

Allegheny General Hospital 

Children’s Hospital of Pittsburgh...... 2 

Elizabeth Steel Magee Hospital 

Eye and Ear Hospital 

Homeopathic Medical and Surgical Hos- 
pital and Dispensary 

Mercy Hospital 

Montefiore Hospital Association of West- 
ern Pennsylvania 

Passavant Hospital 

Pittsburgh Hospital 

Presbyterian Hospital 

Roselia Foundling Asylum and Mater- 
nity Hospital 

St. Francis Hospital 

St. John’s General Hospital of Alle 
De SET cccaaees ete neaeacaaeeecn 202 


. 2800 


Southern Homeopathic Hos- 
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St. Joseph’s Hospital and Dispensary. 
St. Margaret Memorial Hospital 
South Side Hospital 
United States Marine Hospital 
Western Pennsylvania Hospital 
PITTSTON 
Pittston Hospital 
*Pottstown Hospital 
POTTSVILLE 
Pottsville Hospital 
READING 
Homeopathic Medical and Surgical Hos- 
pital 104 
i icc seep ateteekeaned 8: 
St. Joseph’s Hospital 
ROARING SPRING 
*Nason Hospital 
ROCHESTER 
*Rochester General Hospital 
ROXBOROUGH 
Memorial Hospital 
SAYRE 
Robert Packer Hospital 
SCRANTON 
Hahnemann Hospital 
Moses Taylor Hospital 
*St. Joseph’s Children’s 
Hospital 
Scranton State Hospital 
SELLERSVILLE 
Grand View Hospital 
SEWICKLEY 
Valley Hospital 
SHAMOKIN 
Shamokin State Hospital 
SHARON 
Christian H. Buhl Hospital 
TARENTUM 
Allegheny Valley Hospital 
UNIONTOWN 
Uniontown Hospital 
WARREN 
Warren General Hospital 
WASHINGTON 
Washington Hospital 
WEST CHESTER 
Chester County Hospital 
Homeopathic Hospital of Chester Coun- 
ty 
WILKES-BARRE 
Mercy Hospital 
Wilkes-Barre General Hospital 
WILKINSBURG 
Columbia Hospital 
WILLIAMSPORT 
Williamsport Hospital 
WINDBER 
Windber 
YORK 
West Side Sanitarium 
York Hospital 


and 


Hospital 


RHODE ISLAND 


NEWPORT 
Newport Hospital 
PAWTUCKET 
Memorial Hospital 
PROVIDENCE 
Homeopathic Hospital of Rhode 
Miriam Hospital . 
Providence City Hospital 
Providence Lying-in Hospital 
Rhode Island Hospital 
St. Joseph’s Hospital 
WESTERLY 
Westerly Hospital 
WOONSOCKET 
*Woonsocket Hospital 


SOUTH CAROLINA 


ANDERSON 
Anderson County Hospital 
CHARLESTON 
Baker Sanatorium 
Roper Hospital 
St. Francis Xavier Infirmary 
COLUMBIA 
Columbia Hospital of Richland County. 127 
South Carolina Baptist Hospital 
FLORENCE 
Florence Infirmary 
GREENVILLE 
Emma Moss Booth Memorial Hospital... 60 
Greenville City Hospital 25 
Shriners’ Hospital for Crippled Children 60 
GREENWOOD 
Greenwood Hospital 
ORANGEBURG 
Orangeburg Hospital 
SPARTANBURG 
Mary Black Clinic and Private Hospital 
Spartanburg General Hospital 
SUMTER 
Tuomey Hospital 


5 
100 
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y.. 140 SOUTH DAKOTA GALVESTON Medical College of Virginia, the Memo- | 
153 Sahm Gealy Wospltal 2... occcvccccceses 324 rial, the Dooley, St. Philip, and wave ‘ 
295 ABERDEEN St. Mary’s Infirmary ...........++++0 200 pled Children’s Hospitals........ 
60 Lincoln Hospital ..........e-ececseees 80 HOUSTON Retreat for the Sick .......e.sss+-+5+: 100 
651 St. Luke’s Hospital ......-.-.+++++++++ 100 er 200 St. Elizabeth’s Hospital ............ ’ 60 
CHAMBERLAIN = ee rrr tte 300 Ge | O lU—>> ee 81 
125 Chamberlain Sanitarium and Hospital.. 175 Jefferson Davis Hospital .............. 165 Sheltering Arms Hospital ........... 84 
70 DEADWOOD os So eee 105 Stuart Circle Hospital ............... 107 
*St. Joseph’s Hospital .......++--++++- 83 Se, SS HNET sc scrcccveseccs 250 i ee oo. sekaueueséanaen 50 
150 HOT SPRINGS Southern Pacific Hospital ............ 120 ROANOKE 
Battle Mountain Sanitarium .......... 544 LAREDO *Burrell Memorial Hospital .... 50 
Os- Lutheran Sanatorium and Hospital.... 50 Demet Tee 6ccccccccccvsesceseces 15 Gill Memorial Eye, Ear, and ‘Throat 
-» 104 *Our Lady of Lourdes Hospital......... 75 LEGION nei ealnbessbeaneianpe 25 
285 HURON " United States Veterans Hospital ...... 480 Jefferson Hospital ......... Se at 102 
05 *Sprague Hospital .....-..+--++++++++++ 65 MARSHALL Lewis-Gale Hospital .............. .. 66 
LEAD Texas and Pacific Railway Employees’ I, ee cke hc ceeeenoi io ae 
58 Homestake Hospital .........--++++++- 25 ee ne rare 96 Shenandoah Hospital ...... ne 60 
MADISON | P McKINNEY STAUNTON 
113 New Madison Hospital ...........+.+- 81 McKinney City Hospital .............. 40 King’s Daughters’ Hospital 65 
MITCHELL , ORANGE SUFFOLK 
150 Methodist State Hospital ............. 128 *Frances Ann Lutcher Hospital ........ 65 Lakeview Hospital ...... : . 60 
Sk, DOES EEURNEEEE ccsccvecciosesenss 85 PALESTINE UNIVERSITY 
250 PIERRE International and Great Northern Rail- University of Virginia Hospital ‘eee 
St. Mary’s Hospital ..........secseees 63 way Employees’ Hospital ........... 100 WINCHESTER 
.. 198 RAPID CITY - PARIS Winchester Memorial Hospital 120 
.. 100 Methodist Deaconess Hospital ......... 70 St. Joseph’s Infirmary ............... 50 
ty SIOUX FALLS | aE SO ener 50 WASHINGTON 
.. 186 McKennan Hospital ......-..+-+++0e0 124 SAN ANTONIO 
188 Moe Hospital ........00--.eseseeececee 60 Robert B. Green Memorial Hospital.... 185 ABERDEEN 
WATERTOWN | Santa Rosa Infirmary ..............+- 308 Aberdeen General Hospital 9 
35 Bartron Hospital ..........---seeseees 60 SHERMAN St. Joseph’s Hospital 70 
eS Fe a ee ess 65 St. Vincent’s Sanitarium ............. 75 AMERICAN LAKE 
7 WEBSTER ’ Wilson N. Jones Hospital ............. 66 United States Veterans Hospital . 392 
5 Peabody Hospital .........+-s+eeeeees 80 TEMPLE BELLINGHAM 
ats YANKTON , King’s Daughters’ Hospital .......... 110 St. Joseph's Hospital ...... ; 90 
59 Sacred Heart Hospital ...............- 100 “eS OT eee 150 St. Luke’s Hospital ..... : ; . 90 
Scott and White Hospital ............ 150 COLLEGE PLACE 
125 TENNESSEE TEXARKANA Walla Walla Sanitarium and Hospital 54 
a SORTER TROGEE 2. cccesccccscccses 50 EVERETT 
100 CHATTANOOGA ; WACO General Hospital of Everett ace alate 
Baroness Erlanger Hospital .......... 228 Central Texas Baptist Sanitarium ..... 100 Providence Hospital ..... : : . 120 
sale Newell and Newell Sanitarium coccece 85 Colgin Hospital and Clinic ........... 40 HOQUIAM 
en0 *Pine Breeze Sanitarium .............- 210 Providence Sanitarium ..............-. 150 *Hoquiam General Hospital . sos ae 
DYERSBURG WICHITA FALLS LONGVIE 
97 _Baird-Brewer General Hospital ....... 52 Wichita Falls Clinic-Hospital ......... 57 Longview Memorial Hospital . ; 94 
GREENVILLE | ; : Wichita General Hospital ............ sg OLYMPIA 
152 Greeneville Sanatorium and Hospital.. 26 St. Peter’s Hospital ....... ; . 105 
. JACKSON UTAH PASCO 
Crook Sanatorium and Clinic ......... 81 *Our Lady of Lourdes Hospital .... . 60 
. 138 JOHNSON CITY | LOGAN PORT ANGELES 
-_ _Appalachian Hospital ..............--. 58 William Budge Memorial Hospital... . 68 *Port Angeles Hospital and Sanitarium 65 
72 KNOXVILLE OGDEN PORT TOWNSEND 
Knoxville General Hospital ........... 264 Thomas PD. Dee Memorial Hospital.... 135 United States Marine Hospital ...... 100 
150 Riverside-Fort Sanders Hospital ...... 170 SALT LAKE CITY SEATTLE 
25 MADISON ae Dr. W. H. Groves Latter Day Saints Children’s Orthopedic Hospital ...... 140 
Madison Rural Sanitarium ........... 90 NS PERLE EEE EPO 278 ae OO ae 230 
208 MEMPHIS ee Ce BD og iccwecsesacnscces 225 *Norwegian Hospital ...........++++0+: 30 
~— ae Memorial Hospital ............ 400 ye 2 neg reeae 150 Providence Hospital .............++: . 380 
aia Gartley-Ramsay Hospital ............. 50 Salt Lake County General Hospital ... 197 St. Luke’s Hospital .............s00. . 70 
275 Hospital for Crippled Adults .......... 30 Shriners’ Hospital for Crippled Children Bente Coty TOGO ce vccccccoccccess 125 
Memphis Eye, Ear, Nose, and Throat Me TE adcwanedekeeeeéeee 25 Seattle General Hospital peakuneuner 125 
102 i. -senesepcessassisesenssnege p.. Swedish peeReseenevesercenn . 236 
emphis Genera a 5 r Virginia  ! ctosnedevetes 170 
i Methodist Hospital .........+++-++s++- 185 VERRSONE SHELTON 
115 St. Joseph’s Hospital ad wececccccces 225 BRATTLEBORO *Shelton General Hospital .......... 42 
United States Marine Hospital ........ 65 Brattleboro Memorial Hospital ....... 50 SPOKANE 
United States Veterans Hospital ...... 325 BURLINGTON ee 200 
Willis C. Campbell Clinic ............. 50 Bishop de Goesbriand Hospital........ 110 Sacred Heart Hospital ............ .. 880 
MURFREESBORO Mary Fletcher Hospital .............. 145 7, RA DEEN evecescncesccces .. 208 
185 ee 50 MONTPELIER Shriners’ Hospital for Crippled Children 
NASHVILLE Heaton Hospital ...... pian seekeanie 75 DS GED 6csoddecucdccunswanscs 25 
Baptist Hospital 60 RUTLAND TACOMA 
100 ie ee eee reeteeeresnesse os Rutland Hospital .................. — aa Northern Pacific Beneficial Association 
Siaein Se ees Weetaeart seers 140 «ST. ALBANS MEE  cadesbvensabeecuconesoens 125 
191 Millie E. Hale el ag gubbister sss 60 St. Albans Hospital .......... sixveewes 50 Pierce County Hospital .............. 228 
7 Nashville General Hospital ........... 179 | WINOOSKI ; ee SS Se aap teoesssess - 
190 > . ao Fanny Allen Hospital ................ 80 Tacoma General Hospital ............. 272 
a EO” eee 110 TANC ] 
232 St. Thomas Hospital |................. 225 ‘St. Jousvh's Hospital 25 
pe Vanderbilt University Hospital ........ 224 VIRGINIA wane Le ae ie ailala cadiaadiai 126 
9 aha é 
N abe ee Rg Feet Br h 1701 ABINGDON ' ' = i. es. PD occ éeakcoeces — 
73 » Mountain Branch .... George Ben Johnston Memorial Hospital 53 United States Veterans Hospital ...... 355 
CLIFTON FORGE Walla Walla Valley General Hospital. . 59 
104 TEXAS Chesapeake and Ohio Hospital ........ 110 WENATCHEE 
AMARILLO HAMPTON Central Washington Deaconess Moapital 65 
Northwest Texas Hospital ............. 75 *Dixie Hospital and Hampton Training St. Anthony's Hospital ............ 60 
St. Anthony’s Sanitarium ............ 116 EEE GOO BNGES co ccvcecesvccseaces 65 YAKIMA 
BEAUMONT LYNCHBURG St. Elizabeth’s Hospital ............... 157 
86 EE ae tne ree 175 Lynchburg Hospital .........+.+.++++. 85 
CORPUS CHRISTI Marshall Lodge Memorial Hospital .... 83 WEST VIRGINIA 
60 Spohn Sanitarium .................... 59 Virginia Baptist Hospital ............. 102 pila ial 
310 CUERO NATIONAL SOLDIERS HOME _- — “ 
- Burns Hospital .... 38 National Home, Southern Branch...... 668 OF BRONTE cece cccccccscossocens -” 
i D \LLAS eee ee eee ewe een enw eaee NEWPORT NEWS a. ta - - 
oH ER ar rors 375 Elizabeth Buxton Hospital .....-....-- 95 St Luke’s Hos ‘ital ef Soden aahi ogee 15 
Dallas Methodist Hospital ............. 125 ES DEES oocadadcececenscosens 72 Br DEERE cccccecercecesecncs ‘ 
Parkl CHARLESTON 
i as, enadne veteeeksane 275 NORFOLK K ha Valley Hospital — 
87 EO eee 300 Hospital of St. Vincent de Paul ....... 262 *MeMill a Ho ey i ospital ........... — 
Texas Scottish Rite Hospital for Crip- Mount Sinai Hospital ................. 58 eMillan Hospital ... eet maspncaresn ese +4 
60 SE EE oS nay aaa waite 50 Norfolk Protestant Hospital ........... 150 se — ee Meesmegsrs ses 150 
125 EL. PASO Sarah Leigh Hospital re 0° aaa seneral iospital ..... . 
60 £l P soni Pe ni tates Marine Hospital ........ 7 s i 1 
Hotel Dien Hospital ........---- 55 tynited States Naval Hospital ......... 816 Se. Mary's Bewpltad ......c<s-ccccoces 298 
55 William Beaumont Hospital ...,....... 403 PETERSBURG |. ELKINS ; : 
FORT SAM HOUSTON Petersburg Hospital ............-..+++ 80 Davis Memorial Hospital .........-.-. 54 
51 _  — eee 800 PORTSMOUTH Elkins City Hospital ........+0.+.+005 50 
FORT WORTH King’s Daughters’ Hospital ............ 88 FAIRMONT | 
50 All Saints Hospital ................... 90 Parrish Memoria! Hospital ............ 60 Cook Hospital ...... Lensseeseeeeeserees 110 
00 . + — ele ecE terrae 96 RICHMOND Fairmont Hospital No. 3.............. 80 
darris ERE Pe eS 100 GN hs wee acécceeeneen abe 50 GLENDALE 
, Seugh's ES eres 165 Ichnston-Willis Hospital .............. 90 Reynolds Memorial Hospital ........... 87 
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HUNTINGTON 


*Chesapeake and Ohio Hospital ....... 
Guthrie Hospital ........++++-+++++++ 
Kessler-Hatfield Hospital ...........-. 


LOGAN 


Hatfield-Lawson Hospital ...........-- 


MARTINSBURG 


GS NE occ deccescaccecveaveces 


McKENDREE 


McKendree Hospital No. 2........... 


MONTGOMERY 


Coal Valley Hospital ........cccceces 


MORGANTOWN 


*Monongalia County Hospital ......... 


PARKERSBURG 


*Camden-Clark Memorial Hospital .... 
CRe Donne's Teme ..cccccccccscese 


PRINCETON 


Deemeertes Meamitel 2... cccccccssecses 


RICHWOOD 


*McClung Hospital .............-2e0e8- 


WELCH 


Welch Hospital No. 1........-.c00-:. 


WHEELING 


Ohio Valley General Hospital ........ 


Wheeling Hospital 


WISCONSIN 
APPLETON 


i eee TG 6.ncccccccecsoes 


ASHLAND 


*Ashland General Hospital ........... 
ee ee ON rrr 


BELOIT 


Beloit Municipal Hospital ............ 


DODGEVILLE 


i, ST SORES ccccccccecvcecus 


EAU CLAIRE 


OO Ce Tere ree 


FOND DU LAC 


i osc cai v cit nowenices 


GREEN BAY 


*Bellin Memorial Hospital ............ 
el i a enececcces Oaks 


JANESVILLE 


ge er rer rr 


KENOSHA 


eee er er ee 
St. Catharine’s Hospital ............. 


LA CROSSE 


CERN TOURED 4c ccvccccccaseses 
La Crosse Lutheran Hospital ........ 
*Methodist Hospital of La Crosse ..... 
i, i Ce oa ccenknceseenwes 


MADISON 


Madison General Hospital ............ 
DO DEED cccccesccescoesses 
i Se CED ccccececceseeees 
State of Wisconsin General Hospital... 


MANITOWOC 


Holy Family Hospital ............... 


MARSHFIELD 


* aaa 


MILWAUKEE 


EEE EE EE ET 
Evangelical Deaconess Hospital ...... 
Marquette University Hospital ....... 
Milwaukee Children’s Hospital ...... 
Perrwrnmse TROGWEtRL 2. ce cccccccsceces 
ne Maternity and General Hos- 

DD nidedhehs btcne oon bens tce00.v ake 
Misericordia Hospital ................ 
Mount Sinai Hoapital ..........c00. 
Sacred Heart Sanitarium ............ 
Be, SOR OG TROUDTRRE oc cccccccccccecs 
Dn nc Gainer m canal soap 
= 2  *" * eer 


NATIONAL HOME 


National Home, Northwestern Branch. . 


NEENAH 


Theda Clark Memorial Hospital...... 


OSHKOSH 
St. Mary’s 


RACINE 


OO ee ere ee 


STEVENS POINT 


ES aaa 


SUPERIOR 


ee TENE cc ccwcccccssencnes 


WAUKESHA 


United States Veterans Hospital ...... 


WAUSAU 


i ie DD «i ckeneesniedaaees 
Wausau Memorial Hospital ........... 


WAUWATOSA 


Milwaukee County Hospital .......... 
Muirdale Sanatorium ................: 


WYOMING 
CASPER 


*Memorial Hospital of Natrona County. . 


CHEYENNE 


Memoria! Hospital of Laramie County.. 


SHERIDAN 


*Sheridan County Memorial Hospital.... 
United States Veterans Hospital....... 


WHEATLAND 


and Mercy Hospital ....... 


Wheatland General Hospital........... 
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CANAL ZONE 


ANCON . 
NS cp cei reseeeune ee 874 
HAWAII 

HILO 
Hilo Memorial Hospital ............-- 92 
HONOLULU 
*Japanese Hospital ..........--eeeccees 120 
*Kauikeolani Children’s Hospital ...... 61 
DE SE, vccnces0200k066bed050600% 450 
—s  .  SPPPrerPerrrrrrrerrirs 284 
CE; DOR BO n.5 occcicevescaséce 55 
Shriners’ Hospital for Crippled Children 
EE GHEE ghccdevacegeceneesones 


PORTO RICO 
SAN JUAN 


Presbyterian Hospital .............+.-- 70 
ARMY 
DENVER, COLORADO 
Fitzsimons General Hospital........... 1848 
EL PASO, TEXAS 
William Beaumont Hospital ........... 403 


FORT SAM HOUSTON, TEXAS 
Station Hospital 
SAN FRANCISCO, CALIFORNIA 
Letterman General Hospital ........... 750 
WASHINGTON, DISTRICT OF COLUMBIA 


Walter Reed General Hospital.......... 1500 
NAVY 

CHELSEA, MASSACHUSETTS 

United States Naval Hospital.......... 628 
GREAT LAKES, ILLINOIS 

United States Naval Hospital ......... 800 
LEAGUE ISLAND, PHILADELPHIA, PA. 

United States Naval Hospital.......... 500 
MARE ISLAND, CALIFORNIA 

United States Naval Hospital.......... 721 
NEW YORK, NEW YORK 

United States Naval Hospital.......... 847 
NORFOLK, VIRGINIA 

United States Naval Hospital.......... 816 
PENSACOLA, FLORIDA 

United States Naval Hospital.......... 190 
SAN DIEGO, CALIFORNIA 

United States Naval Hospital.......... 1000 


SAN PEDRO, CALIFORNIA 
United States Naval Relief Ship....... 
WASHINGTON, DISTRICT OF Coviiibia 
United States Naval Hospital 


PUBLIC HEALTH 
BALTIMORE, MARYLAND 


United States Marine Hospital......... 200 
BOSTON, MASSACHUSETTS 

United States Marine Hospital......... 167 
BUFFALO, NEW YORK 

United States Marine Hospital......... 85 
CARVILLE, LOUISIANA 

United States Marine Hospital......... 372 
CHICAGO, ILLINOIS 

United States Marine Hospital......... 150 
CLEVELAND, OHIO 

United States Marine Hospital......... 83 
DETROIT, MICHIGAN 

United States Marine Hospital......... 80 
ELLIS ISLAND, NEW YORK 

United States Marine | eames ee 452 
EVANSVILLE, INDIA 

United States Marine Hospital Se craic 54 
FORT STANTON, NEW MEXICO 

United States roy Hospital......... 250 
KEY WEST, FLORID 

United States ey eee 60 
LOUISVILLE, KENTUCKY 

United States Marine Hospital......... 71 
MEMPHIS, TENNESSEE 

United States Marine Hospital......... 65 
MOBILE, ALABAMA 

United States Marine Hospital......... 90 
NEW ORLEANS, LOUISIANA 

United States Marine Hospital......... 250 
NORFOLK, VIRGINIA 

United States Marine Hospital......... 217 
PITTSBURGH, PENNSYLVANIA 

United States Marine Hospital......... 77 
PORTLAND, MAINE 

United States Marine Hospital......... 72 
PORT TOWNSEND, WASHINGTON 

United States Marine Hospital......... 100 
ST. LOUIS, MISSOURI 

United States Marine Hospital......... 70 
SAN FRANCISCO, CALIFORNIA 

United States Marine Hospital......... 320 
SAVANNAH, GEORGIA 

United States Marine Hospital......... 146 
STAPLETON, NEW YORK 

United States Marine Hospital......... 288 


VINEYARD HAVEN, MASSACHUSETTS 
United States Marine Hospital 
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VETERANS’ BUREAU 
ALGIERS, LOUISIANA 


United States Veterans Hospital....... 3183 
AMERICAN LAKE, WASHINGTON 

United States Veterans Hospital....... 92 
ASPINWALL, PENNSYLVANIA 

United States Veterans Hospital....... 26 
AUGUSTA, GEORGIA 

United States Veterans Hospital....... 555 
BEDFORD, MASSACHUSETTS 

United States Veterans Hospital....... "54 
BOISE, IDAHO 

United States Veterans Hospital....... 2 35 
CAMP CUSTER, MICHIGAN 

United States Veterans Hospital....... 09 
CASTLE POINT, NEW YORK 

United States Veterans Hospital....... i100 
CHILLICOTHE, OHIO 

United States Veterans Hospital....... 464 
DWIGHT, ILLINOIS 

United States Veterans Hospital....... 225 
FORT BAYARD, NEW MEXICO 

United States Veterans Hospital....... 450 
FORT HARRISON, MONTANA 

United States Veterans Hospital....... 304 
FORT LYON, COLORADO 

United States Veterans Hospital....... 500 
GULFPORT, MISSISSIPPI 

United States Veterans Hospital....... 425 
HINES, ILLINOIS 

Edward Hines Junior Hospital......... 1007 
JEFFERSON BARRACKS, MISSOURI 

United States Veterans Hospital....... 343 
KANSAS CITY, MISSOURI 

United States Veterans Hospital....... 200 
KNOXVILLE, IOWA 

United States Veterans Hospital....... 585 
LAKE CITY, FLORIDA 

United States Veterans Hospital....... 302 
LEGION, TEXAS 

United States Veterans Hospital....... 480 
LIVERMORE, CALIFORNIA 

United States Veterans Hospital....... 306 
MEMPHIS, TENNESSEE 

United States Veterans Hospital....... 325 
MINNEAPOLIS, MINNESOTA—FORT 

SNELLING 

United States Veterans Hospital....... 557 
MUSKOGEE, OKLAHOMA 

United States Veterans Hospital....... 400 
NEW YORK, NEW YORK 

United States Veterans Hospital....... 900 
NORTHAMPTON, MASSACHUSETTS 

United States Veterans Hospital...... 555 
NORTH CHICAGO, ILLINOIS 

United States Veterans Hospital....... 660 
NORTH LITTLE ROCK, ARKANSAS 

United States Veterans Hospital....... 648 
NORTHPORT, NEW YORK 

United States Veterans Hospital....... 944 
OTEEN, NORTH CAROLINA 

United States Veterans Hospital....... 742 
OUTWOOD, KENTUCKY 

United States Veterans Hospital....... 375 
PALO ALTO, CALIFORNIA 

United States Veterans Hospital....... 1010 
PERRY POINT, MARYLAND 

United States Veterans Hospital....... 1058 
PHILADELPHIA, PENNSYLVANIA 

United States Veterans Hospital....... 416 
PORTLAND, OREGON 

United States Veterans Hospital....... 313 
RUTLAND HEIGHTS, MASSACHUSETTS 

United States Veterans Hospital....... 420 
SAN FERNANDO, CALIFORNIA 

United States Veterans Hospital....... 230 


SHERIDAN, WYOMING 


United States Veterans Hospital....... 438 
ST. CLOUD, MINNESOTA 

United States Veterans Hospital....... 340 
SUNMOUNT, NEW YORK 

United States Veterans Hospital....... 375 
TUCSON, ARIZONA 

United States Veterans Hospital....... 261 
TUSKEGEE, ALABAMA 

United States Veterans Hospital....... 609 
WALLA WALLA, WASHINGTON 

United States Veterans Hospital....... 355 


WASHINGTON, DISTRICT OF ee 
United States Veterans Hospital 


WAUKESHA, WISCONSIN 


United States Veterans Hospital....... 25: 
WHIPPLE, ARIZONA 
United States Veterans Hospital....... 60 


NATIONAL HOMES AND SANITARIUMS 
DANVILLE, ILLINOIS 


Danville Branch, National Home...... 26: 
DAYTON, OHIO , 
Central Branch, National Military 
ER Onan re ae ee 116 
HOT SPRINGS, SOUTH DAKOTA 
Battle Mountain Sanitarium........... 544 








609 


355 


165 
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MARION, INDIANA 
Marion National Sanatorium.......... 1104 
NATIONAL HOME, WISCONSIN 
Northwestern Branch, National Home.. 941 
NATIONAL MILITARY HOME, KANSAS 


Western Branch, National Home...... 92 
NATIONAL SANITARIUM, TENNESSEE 

Mountain Branch, National Home...... 
NATIONAL SOLDIERS HOME, MAINE 

Eastern Branch, National Home....... 
NATIONAL SOLDIERS HOME, VIRGINIA 

Southern Branch, National Home...... 665 
SOLDIERS HOME, CALIFORNIA 

Pacific Branch, National Home........ 862 

ALBERTA 

BANFF ; 

Beett Gamlbariee «....scccccccsessecion 64 
CALGARY 

Calgary General Hospital............. 214 

Holy Cross Hospital ...............+.. 200 
CAMROSE 

See eee 50 
DRUMHELLER 

Drumheller Municipal Hospital No. 3.. 70 
EDMONTON 

Edmonton General Hospital............ 200 

Misericordia Hospital ................. 175 

Royal Alexandra Hospital.............. 350 

University of Alberta Hospital....... 200 
LAMONT 

Lamont Public Hospital................ 65 
LETHBRIDGE 

I oe A a std anes hikiedl 81 
MEDICINE HAT 

Medicine Hat General Hospital... .. . 146 
RED DEER 

Red Deer Municipal Hospital.......... 35 
VEGREVILLE 

Vecreville General Hospital............ 40 
KAMLOOPS 

Royal Inland Hospital.............. .. 130 
NEW WESTMINSTER 

Royal Columbian Hospital ............ 212 
VANCOUVER 

ES ena ea ne 140 

St. Paul’s Hospital .......... rere 

Shaughnessy Hospital ................ 300 

Vancouver General Hospital .......... 1000 
VICTORIA 

Provincial Royal Jubilee Hospital...... 290 

St. Joseph’s Hospital........... esac ee 


MANITOBA 


BRANDON 
Brandon General Hospital F a 


ST. BONIFACE 


St. Boniface Hospital ................. 26 
WINNIPEG 
Children’s Hospital ............... mie ae 
ee ae ie a a weil 288 
Misericordia Hospital ................. 225 
Municipal Hospitals 
King Edward Memorial Hospital... / , 
King George Hospital............. , 361 
ee Eee 120 
Shriners’ Hospital for Crippled Chil- 
_dren—Mobile DE” di bavdis Denbigh £6 aac 30 
SED DENNEN 6 cecrdcacccccsnnven . 120 
Winnipeg General Hospital ........... 650 
NEW BRUNSWICK 
CAMPBELLTON 
Hotel i oN i a 75 
Restigouche and Bay Chaleur Soldiers’ 
Memorial Hospital .................. 52 
CHATHAM 
Hotel Dieu Hospital .................. 52 
EAST SAINT JOHN 
Saint John County Hospital........... 158 
FREDERICTON 
Victoria Public Hospital............... 80 
MONCTON 
Moncton Hospital .................... 86 
NEWCASTLE 
Miramichi Hospital ................... 55 
ST. BASIL 
Hotel Dieu of St. Joseph.............. 50 
SAINT JOHN 
eneral Public Hospital .............. 190 
Saint John Infirmary ................ 115 
STEPHEN 
hipman Memorial Hospital............ 60 
WEST SAINT JOHN 
ancaster Hospital ............ gccceee SO 
VY DODSTOCK 
arleton County L. P. Fisher Memorial 
SRE, Sanivcluctakenios gacwnbeecan 43 


NOVA SCOTIA 


HERST 
iighland View Hospital .............. 70 
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ANTIGONISH 
St. Martha’s Hospital ............. oo 
GLACE BAY 
Glace Bay General Hospital........... 90 
De, SEG GREENE cccvccecaccanceece 103 
HALIFAX 
CS DONE go ccccconsseortnee 55 
Grace Maternity Hospital ............. 115 
SS Pc ccncnsenseeceseuens 65 
Victoria General Hospital ............. 250 
NEW GLASGOW 
BN TOME 4.05 osccarcvescccecs 80 
NEW WATERFORD 
*New Waterford General Hospital..... 50 
SYDNEY 
eter City Teembted 2c. sccsccccseccs 74 
TRURO 
*Colchester County Hospital............. 47 


YARMOUTH NORTH 
Yarmouth Hospital ..............-- 


ONTARIO 

BELLEVILLE 

*Belleville General Hospital............. 100 
BRANTFORD 

Brantford General Hospital............ 200 
BROCKVILLE 

Brockville General Hospital........... 100 
St. Vincent de Paul Hospital.......... 100 
CHATHAM 

Public General Hospital ........... .. 100 
St. Joseph’s Hospital ...... atiuaue Se 


CORNWALL 


*Cornwall General Hospital ...... a = 
*Hotel Dieu Hospital ........... con, 
FORT WILLIAM 

McKellar General Hospital . inetea 180 
GALT 

Galt General Hospital ...... ‘ : 78 
HAMILTON 

Hamilton General Hospital ........ . 25 

Mountain Sanatorium .. Saints carbone tee a 

St. Joseph's Hospital ...... ; 160 
KINGSTON 

Hotel Dieu Hospital ...... ee 

Kingston General Hospital ........... 315 
KITCHENER 

St. Mary’s Hospital ........ . 101 
LONDON 

St. Joseph’s Hospital ...... ite drt teks 

Victoria Hospital .......... sas .. 400 
NIAGARA FALLS 

Niagara Falls General Hospital ....... 68 
OSHAWA 

Oshawa General Hospital ........ sO 
OTTAWA 

Ottawa Civic Hospital ....... .. 600 

Ottawa General Hos pital. - el 
OWEN SOUND 

General and Marine Hospital.... , 73 
PETERBORO 

Nicholls Hospital ...... ea is 90 

St. Joseph's Hospital ...... 85 
PORT ARTHUR 

St. Joseph's General Hospital.......... 116 
ST. CATHARINES 

St. Catharines General Hospital. icon 28 
ST. THOMAS 

Memorial Hospital ........ ; ice 
SAULT STE. MARIE 

General Hospital ......... shea woe 150 
SMITHS FALLS 

St. Francis General Hospital...... 50 

Smiths Falls Public Hospital........... 50 
STRATFORD 

Stratford General Hospital. dares. 
SUDBURY 

St. Joseph's Hospital ..... ; .. 125 
TORONTO 

Christie Street Hospital .............. 525 

Cee TONNE boseccscecess ES 

Hospital for Sick Children. . mene 262 

Riverdale Isolation Hospital........... 105 

St. Michael’s Hospital ........ 7 . 600 

Toronto General Hospital ............ 750 

Toronto Western Hospital ........ ~-. 500 

Wellesley Hospital ........... — 

Women's College Hospital 76 
WALKERVILLE 

Metropolitan General Hospital ........ 156 
WINDSOR 

Hotel Dien of St. Joneph. .....-.cesess 150 

Salvation Army Grace Hospital.. oo 336 
WOODSTOCK 

Woodstock Hospital ......... wetrecnn: “ee 

PRINCE EDWARD ISLAND 

CHARLOTTETOWN 

Charlottetown Hospital ...........++- 80 

Prince Edward Island Hospital..... .. 65 





SUMMERSIDE 

Prince County Hospital ee 58 
QUEBEC 

MONTREAL 
Alexandra Hospital ...........5+se005 175 
Children’s Memorial Hospital ......... 13 
Homeopathic Hospital of Montreal .... 112 
H6pital Sainte Justine, Pour Les En- 

TE. cancacbsbesessevesnuneqeeeéese 300 

Hotel Dieu de St. Joseph.............. 400 
La Misericorde Hospital ............ 380 
L’H6pital Notre Dame .............. 300 


Montreal Foundling and Baby Hospital. 96 
Montreal General Hospital, Central Di- 


GN. -cawondcendundéandeekaonwnesbans 400 
Montreal General Hospital, Western Di- 
WD cn cickennnead scaapessacenneann 125 
Royal Victoria—Montreal Maternity 
TS er eer eee 808 
Shriners’ Hospital for Crippled Chil- 
EE  ccunceeseecadiees4nenesedseees 60 
Woman's General Hospital ...... ciara: 
QUEBEC 
Hoépital Laval ...... oat echo 260 
*Hopital St. Francois a Assise aaa . 8&8 
Hotel Dieu du Precieux Sang....... 252 
Jeffery Hale Hospital ..... setae aie 125 
SHERBROOKE 
Hopital General St. Vincent de Paul... 250 
Sherbrooke Hospital ; pare 89 
THREE RIVERS 
St. Joseph’s Hospital : ‘ cs 101 
SASKATCHEWAN 
CANORA 
Hugh Waddell Memoria! Hospital...... 54 
HUMBOLDT 
St. Elizabeth's Hospital 52 
MOOSE JAW 
Moose Jaw General Wonpttas . ‘ — 
Providence Hospital &§ 
NORTH BATTLEFORI 
Notre Dame Hospital 
PRINCE ALBERT 
Holy Family Hospital 66 
Victoria Hospital 71 
REGINA 
Regina General Hospital . 250 
Regina Grey Nun's Hospital 208 
SASKATOON 
City Hospital ..... 220 
St. Paul's Hospital .. ‘ 250 
SWIFT CURRENT 
Swift Current General Hospital ; 50 


AUSTRALIA 


NEW SOUTH WALES .... 
Lewisham Hospital, Sydney 
Newcastle Hospital, Newcastle 
Royal Alexandra Hospital for Children, 
Camperdown, Sydney 
Royal North Sydney Hospital, Sydney 
Royal Prince Alfred Hospital, Camperdown, 
Sydney 
St. Vincent's Hospital, Sydney 
Sydney Hospital, Sydney 
VICTORIA 
Alfred Hospital, Melbourne 
Austin Hospital, Melbourne 
Children’s Hospital, Melbourne 
Melbourne Hospital, Melbourne 
Queen's Memorial Hospital, Melbourne 
St. Vincent's Hospital, Melbourne 
Women's Hospital, Melbourne 


CHINA 


Peking Union Medical College Hospital, 


Peking 
FRANCE 
American Hospital, Paris 
NEWFOUNDLAND 


Notre Dame Bay Memorial Hospital, Twillin- 
gate 
St. Anthony Hospital, St. Anthony 


NEW ZEALAND 
Auckland Hospital, Auckland 
Cashmere Sanatorium, Christchurch 
Christchurch Hospital, Christchurch 


Dunedin Hospital, Dunedin 
Wellington Hospital, Wellington 


URUGUAY 


Gynecological Hogpital (Pereira Rossell), 
ontevideo 
Maternity Hospital (Pereira Rossell), Monte 


video 
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[No attempt has been made to offer final conclusions 
relative to the questions considered in this department. 
THE MODERN HOSPITAL will gladly welcome further com- 
ment by its readers on any of these problems, or the 
presentation of other queries for discussion in later 
issues.—Editor. ] 


Should There Be a Regular Meeting of the 
Members of the Intern Staff? 


In many hospitals the members of the intern staff, 
after having begun their service, are not properly in- 
structed in the details of their duties. As they rotate 
from service to service, often the first intimation that 
an intern has that he has disobeyed a rule is to receive 
a criticism for it. Frequently he is not aware that such 
a regulation exists. 

In some institutions, carefully written and edited rule 
books are far from being in evidence. Many hospitals 
have none at all. Information concerning technique and 
hospital procedure is handed down from senior to 
junior. Such word of mouth transmission of hospital 
rules tends to distortion and inaccuracy and to dis- 
organization of the intern staff. Moreover it is im- 
possible for any rule book to contain all of the details 
governing the professional and personal life of the 
hospital intern during his period of service. 

It has been found more efficient from the standpoint of 
instructing interns as to their duties and of maintaining 
a high morale in the resident staff, to hold a weekly in- 
tern conference. The medical officer in charge should pre- 
side at these meetings. When services are about to 
change, each intern should be instructed in the duties 
peculiar to his new service. A careful review of service 
details such as the completeness and accuracy of his- 
tories, the proper making of rounds, the time and tech- 
nique of taking blood for chemical studies and the many 
other bits of information for which the intern has need 
may also be disseminated at this conference. 

Too often are interns who have never done a post- 
operative dressing plunged into the midst of the life of a 
busy surgical ward there to suffer what they judge to 
be humiliation by being instructed by the graduate or 
pupil nurse. Too often when there is an infraction of 
hospital rules, the fault is far from being one sided. 
Many times the hospital has not provided that the in- 
tern be properly instructed as to the existence of such 
a rule. 

At the intern meeting, the business of maintaining a 
high postmortem percentage should take an important 
place. The medical officer may call for a report from each 
intern as to the number of deaths that took place on his 
service during the week and inquire as to the number of 
postmortems that he secured. When an intern has been 
successful in securing a high percentage of postmortem 
examinations, he may be asked to narrate how he suc- 


A department devoted to the informal discussion of problems 
arising in the everyday life of the hospital superintendent. 





ceeded in doing it. This procedure tends to generate a 
feeling of pride in the intern and to spur him to new 
efforts to maintain a high standard. When an intern 
through indolence or lack of tact has been unable to se- 
cure postmortems, he may be requested to describe his 
attempts, and suggestions may then be forthcoming from 
the presiding officer or from his colleagues. It is surpris- 
ing what a prompt and pleasing response will usually 
follow this sort of an effort. Here, talks in salesmanship 
may be given by the medical officer which will enable in- 
terns to employ the proper arguments when attempting 
to convince members of the family of the importance of 
a postmortem examination. 


Should the Social Service Department Fix Hos- 
pital Charges? 


There appears to be no general recognition of the fact 
that the hospital social service department possesses both 
a major aim and several minor aims. It is a wise policy 
to begin with the conception that the social service 
worker’s duties largely concern the cure and the preven- 
tion of disease. In some institutions, so much other work 
has been assigned to the social worker that the strictly 
medical endeavors are submerged by those of a financial 
nature. 

Too frequently is it found that to the social worker is 
assigned the task of approving or disapproving the ex- 
acting of certain charges for supplies or service. This 
is done because the social worker frequently possesses 
information that will enable her to render intelligently an 
opinion as to whether a patient or his relatives are able 
to pay the full hospital charge for drugs, physical therapy, 
x-ray or laboratory work. It would seem best, however, 
that the official whose decision is final in these matters 
should be attached to the business department of the hos- 
pital rather than to the social service division. Informa- 
tion may proceed from the latter to the former in regard 
to the financial status of the patient but it would appear 
that to the credit officer of the hospital should be assigne: 
the authority to enforce or frank all service charges. 

It is almost impossible for good medical social work 
to be performed if too many other duties are assigned 
to this department. When the hospital is large enough 
to warrant the employment of both a credit officer and 
social service worker, sufficiently close liaison can be 
brought about between these two branches to render the 
work of each efficient. It is not good practice, therefore, 
for the social worker to be made responsible for the 
franking or enforcement of charges in the out-patient 
and in-patient departments. Some officer connected wit! 
the social service department is usually held responsible 
for the collection of charges in the out-patient department 
but if this activity is of sufficient size, it would probably 
be best for an attaché of the business office to perform 
this work. 
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is It Unwise to Ask Staff Members to Sign a Fee 
Splitting Pledge? 

Considerable irritation has arisen among members of 
the staff of not a few hospitals because it has been pro- 
posed by the hospital executive or the chief of the staff 
that each member sign a pledge promising not to split 
fees. It is the contention that such an act in a way 
implies the existence of guilt and that since ethical physi- 
cians frown on this practice, none but the unethical need 
sign such a pledge. There is something of a justification 
in this contention but since certain national organizations, 
having taken upon themselves the classification of hos- 
pitals, require such a pledge the necessity for carrying 
out this procedure is evident. 

Fee splitting constitutes the payment of money by the 
consultant or the staff surgeon to the physician referring 
the case. The principle of fee splitting is even broader 
than this, however. The practice appears under a number 
of guises, all of which are not easily recognized. A phy- 
sician who refers a case to the hospital for operation and 
who expects to give the anesthetic and receive a fee for 
it is a participant in this unethical practice. The surgeon 
who allows this practice to take place is also particeps 
criminis. 

To be sure, throughout the practice of medicine there 
has grown up a semblance of group practice in almost 
every locality. Certain physicians refer cases to certain 
surgeons as a matter of routine because the surgeons 
possess scientific attainments and personal traits that the 
physicians respect. When this is done with the idea of 
receiving a reward, this act represents in a certain sense 
a phase of fee splitting. There can, however, be no 
criticism of this practice unless it becomes too flagrant 
and restrictive. 

The conduct of the practice of medicine on the highest 
ethical plane requires that the consideration of the pa- 
tient come first. A proper fee for the treatment of the 
sick man or woman is also important but secondary to 
the primary consideration. It would appear that the 
hospital has a right to require its recognized medical 
staff and even its visiting physicians, as individuals, to 
subscribe to the rule forbidding fee splitting. 


Who Is Responsible for the Care of the Sick 
Nurse? 


In some institutions the directress of nurses firmly 
holds the belief that she should stand in loco parentis to 
the pupil nurses in her school. In one institution, the 
directress of nurses, a woman of long experience and of 
great nursing skill, assumed the whole responsibility for 
the medical treatment of all nurses who became ill and 
did not permit house officers to treat them or even know 
when illness occurred on her staff. This persisted until 
a case of neglected diphtheria developed, at which time 
the hospital authorities placed the responsibility for the 
treatment of sick nurses on the visiting staff. 

There are three general administrative schemes that 
ire most frequently adopted in caring for the sick nurse: 
(1) The full responsibility rests upon the superintendent 
of nurses who may appoint a surgeon or a physician if she 
ees fit to treat the ailing nurse. (2) The responsibility 

r treatment of the sick nurse rests upon the medical 
lirector or resident physician who acts as the family doc- 
or, calling consultants from the visiting staff as needed. 
3) The third plan permits a pupil nurse to select to 


‘reat her a staff physician or, in some instances, a non- 


taff physician. 
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The first scheme is mentioned simply to condemn it. 
It is not fair to allow a superintendent of nurses, no 
matter how experienced and skilled she may be, to pre- 
scribe for pupil nurses or to decide when they need the 
services of a physician, no matter how apparently trivial 
their ailments may seem. As a variation from this plan, 
the superintendent of nurses sometimes demands that 
she be allowed to select the physician who shall be called. 
This scheme is not entirely fair since favoritism is some- 
times shown and often the most skilled staff physician is 
not permitted to treat the ailing nurse. 

The second plan is sound except that a constant and 
readily obtainable medical service appears necessary since 
the presence of members of the visiting staff is not always 
to be secured promptly. It may be said, therefore, that 
the first responsibility for the care of the hospital’s per- 
sonnel should rest upon the shoulders of a_ resident 
medical officer who will initiate treatment and call in con- 
sultants as he sees fit. THE MODERN HOSPITAL recom- 
mends this plan, providing a qualified resident medical 
officer is at hand and that there is no local or other condi- 
tion that would make this plan impracticable. 

The pupil nurse should not have the privilege of calling 
a physician from without the staff. Moreover, she should 
have sufficient confidence in the hospital authorities to 
believe that the best medical service obtainable will be at 
her service when she becomes ill. 


What Should Be the Relative Percentage of the 
Hospital’s Medical and Surgical Cases? 


The superintendent of an Eastern institution in which 
14 per cent of all the work done is medical, 62 per cent 
is surgical and 21 per cent is maternity has asked this 
question. It is the opinion of boards of medical education 
and of other persons interested in the education of hos- 
pital interns that each institution must possess at least 
twenty-five beds for each intern. While less definite state- 
ments can be made relative to the type of patients occu- 
pying these beds, a hospital is not considered satisfactory 
if medical, surgical or any of the specialties predominate 
in too great a degree. It is expected that each intern will 
receive a well rounded course that will fit him for the 
practice of general medicine. 

It is not probable that the intern staff of this hospital 
is able to secure sufficient medical experience with but 
14 per cent of the patients falling in this group. Twenty- 
two per cent of maternity cases is somewhat higher than 
the average but the total number of such beds as com- 
pared with the total number of physicians on the resident 
staff will more or less determine the adequacy of ma- 
ternity experience in this hospital. It would seem that 
the board of directors of this institution should endeavor 
to increase the percentage of medical cases treated, even 
though it is necessary to devote to this purpose certain 
beds that are now being used for surgical cases. Thirty- 
five, 45 and 20 per cent of medical, surgical and maternity 
cases respectively might approach the proper percentages 
for a good all-round service. A hospital in which but one 
out of eight of its beds is devoted to medical cases ap- 
pears to be too unevenly balanced in its service. 

There is a great temptation in most institutions, because 
of the dramatic side of surgery and because it often 
appears to the public that more rapid recovery results 
from the work of the surgeon than from the work of the 
physician, to allow this branch of medicine to crowd out 
other cases. Governing boards should frown on this 
tendency. 
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Hospital Costs 
Discussed 
Heatedly 

at A. C. of S. 


Conference 


OST of hospitalization, its causes and 

possible cures proved to be the one 

subject that overshadowed the pro- 
gram of the Hospital Standardization Con- 
ference of the American College of Sur- 
geons held at the Stevens Hotel, Chicago, 
October 14 to 17. While the subject of 
hospital costs was not given a more promi- 
nent place on the program than many of 
the other subjects, discussion was aroused 
by the remarks made by Dr. William J. 
Mayo of the Mayo Clinic of Rochester, 
Minn., and particularly by the newspaper 
stories of his opinions. 

Doctor Mayo’s remarks were made in the course of a 
speech at the opening session in which he deplored the 
“frills” that had made hospitalization costly and hinted 
that perhaps the management of hospitals was not all 
that it should be. However, in justice to Doctor Mayo 
let it be said that his remarks on this subject, while un- 
timely, were not as strong as similar remarks that have 
been made on the subject in the past. The newspapers 
took up the cry because they emanated from so great a 
surgeon and over emphasis on isolated remarks again 
placed hospitals in a none too favorable light. 

Never has applause been so vociferous at a hospital 
meeting as that which greeted the refutation of Doctor 
Mayo’s arguments. At the Tuesday afternoon session 
Dr. W. P. Morrill, Maine General Hospital, Portland, Me., 
Asa S. Bacon, Presbyterian Hospital, Chicago, the Rev. 
Herman Fritschel, Milwaukee Hospital, Milwaukee, 
Charles S. Neergaard, trustee, Carson C. Peck Hospital, 
Brooklyn, and several others took occasion to correct 
Doctor Mayo and the press regarding the actual costs 
in hospitals to-day. Doctor Morrill stated that again the 
confidence of the public in hospitals had been shaken be- 
cause a national figure had made statements without 
proper foundation. Mr. Bacon pointed out that costs 
were much less than fifteen years ago and this in face 


Surgeon General Merritte W. 


Ireland and Dr. Franklin Martin. 


of the tremendous burden that was placed upon them by 
standardization and by added equipment that had been 
installed upon the insistence of the medical staffs. 

The lobby and corridors of the hotel buzzed for three 
days with indignation over Doctor Mayo’s remarks. Sev- 
eral superintendents pointed out that no figures were 
quoted, that Doctor Mayo was not familiar with hospital 
conditions except possibly at Rochester, Minn., that he 
was not a regular attendant at hospital meetings and that 
under these conditions the statements tended to make him 
ridiculous in the eyes of those who knew the facts. It 
was further pointed out that benefit will come from 
Doctor Mayo’s remarks because several agencies have 
already started on a renewed study of hospital figures, 
which, it is hoped, will prove conclusively how much it 
is costing patients in hospitals and what factors con- 
tribute to these costs. 

All records for attendance were broken at this year’s 
meeting. More than 2,500 surgeons registered during the 
week and there were close to 600 hospital executives 
present. The program, prepared by Dr. Malcolm T. Mac 
Eachern, associate director, American College of Sur- 
geons, proved to be of much value and the speakers and 
discussants were men and women whose opinions were 
valued. 
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The opening session held Monday morning was pre- 
sided over by Dr. Franklin Martin, retiring president of 
the American College of Surgeons and director general. 
The first speaker was Dr. Arnold Kegel, commissioner of 
health, Chicago, who delivered the address of welcome. 
Distinguished guests who were seated on the platform 
were then introduced by Surgeon General Merritte W. 
Ireland, president elect of the college of surgeons. 

Introductory remarks regarding medical and surgical 
economics were made by Doctor Martin and Dr. Christo- 
pher G. Parnall, president, American Hospital Associa- 
tion, then spoke on the medical and surgical economics 
from the standpoint of the hospital administrator. Doctor 
Parnall’s remarks were followed by a paper delivered by 
Janet M. Giester, director, American Nurses Association, 
on medical and surgical economics from the standpoint 
of the nurse. 

The Rev. Alphonse M. Schwitalla, dean, St. Louis Uni- 


MacEachern. 


Dr. Malcolm T. 


versity School of Medicine and president, Catholic Hospi- 
tal Association, then presented a paper on “The Relation- 
ship of Medicine and Its Aids to the Cost of Medical 
Care.” Father Schwitalla based all of his remarks upon 
recent studies that have been made and pointed out that 
any costs of hospitalization reacted favorably to the pa- 
tient. He stated that modern medicine had _ brought 
*reater demands upon the hospitals and that greater care 
was given to every patient entering the modern hospital. 
ltoctor Mayo was the next speaker on the subject, “Com- 
ments on Nursing and Hospital Costs for Individuals in 
Moderate Circumstances.” Doctor Mayo criticized the 


cost of hospitalization and also the cost of educating 
nurses. He stated that courses of study were too long 
and that many of the nurses’ homes were too elaborately 
equipped. 

Dr. Stewart R. Roberts, Atlanta, Ga., representing pri- 
vate practice and a member of the Committee on the 
Cost of Medical Care spoke on the comparison of medi- 
cal and hospital costs for individuals in moderate cir- 
cumstances. Dr. Richard R. Smith, Grand Rapids, Mich., 
spoke on the influence of university diagnostic clinics 
and their bearing on the fees of independent practitioners. 
Doctor MacEachern then presented the official standard- 
ization report and a general discussion of the morning’s 
program was given by Dr. Bird S. Coler, former com- 
missioner of public welfare, New York City. 

Dr. W. W. Pearson, Des Moines, Iowa, vice-president- 
elect of the college of surgeons, presided at the Monday 
afternoon Asa S. Bacon, superintendent, Pres- 
byterian Hospital, Chicago, led an open forum discussion 
on the subject of “Nursing.” Paul H. Fesler, superin- 
tendent, University Hospitals, Minneapolis, Minn., pre- 
sented the superintendent’s nursing 
problem. 

E. Muriel McKee, Brantford, Ontario, and Sister Helen 
Jarrell, superintendent of nurses, St. Bernard’s Hospital, 
Chicago, spoke on “How Can We Assure Efficient Nurs- 
ing Care of the Patient?” The discussion that followed 
the presentation of this subject was opened by Adda 
Eldredge, R.N., director, Wisconsin Bureau of Nursiny 
Education, Madison. 

The subject of “Staff Conferences” was presented by 
Dr. Walter S. Goodale, superintendent, Buffalo City Hos- 
pital, Buffalo, N. Y., and the discussion of this subject 
was opened by Dr. John T. Burrus, surgeon, High Point 
Hospital, High Point, N. C. The program was concluded 
by a staff conference demonstration given by the medical 
staff of Ravenswood Hospital, Chicago. 


session. 


viewpoint of the 


Control of Infections Discussed 


The chair was taken at Tuesday morning’s session by 
Dr. Hugh Scott, medical officer in charge, Edward Hines, 
Jr., Hospital, Maywood, IIl., in the absence of Dr. Joseph 
C. Doane, medical director, Jewish Hospital, Philadelphia, 
who was scheduled to preside. 

The opening paper, on “The Accrediting of Surgical 
Deaths,” was given by Dr. Ernest Leroi Hunt, surgeon 
and director of surgical services, Worcester City Hospital, 
Worcester, Mass. The many perplexing problems demand- 
ing technical solution in connection with this important 
subject were ably dealt with by Doctor Hunt 
points were made clear by the use of numerous charts 
thrown on the screen. Dr. John deJ. Pemberton, assis- 
tant professor of surgery, Mayo Foundation, University 
of Minnesota medical Rochester, Minn., opened 
the discussion of Doctor Hunt’s paper. He said that a 
uniform method of recording deaths is urgently needed 
and that leadership in this connection might well be 
taken by the American College of Surgeons who should 
formulate a practical plan for the recording of deaths. 

Next on the program came a symposium on the control 
and elimination of infections in hospitals. Dr. Charles 
N. Combs, superintendent, Union Hospital, Terre Haute, 
Ind., discussed “Hernia Operations as an Index of Hospi- 
tal Infections.” His paper was based on a two years’ 


whose 


school, 
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study of 250 cases of hernia. “How Can We Determine 
the Efficiency of the Surgical Mask?” was the subject 
of a paper by Dr. Irving J. Walker, clinical professor of 
surgery, medical school of Harvard University, who said 
that the ideal mask had not yet been found and described 
the mask devised for use at the Harvard medical school, 
which, he said, is simple and has proved comfortable in 


Dr. Lewis A. Sexton. 


hot weather. Dr. Frank L. Meleney, department of sur- 
gery, Columbia University, followed Doctor Walker, and 
spoke on “How to Assure the Sterility of Catgut.” 
“Anyone may buy catgut and anyone may sell it,” Doc- 
tor Meleney said, “and neither the government nor the 
public health service has any control over its sterility 
although they have certain requirements as to its tensile 
strength.” It is difficult, Doctor Meleney said, to learn 
how frequently accidents occur through the use of un- 
sterile catgut but it has proved to be at fault in numer- 
ous cases, with disastrous results. Much experimenta- 
tion, he said, has been given to the questions of where 
catgut comes from, where it is sterilized, whether the 
process of sterilization is checked, how the catgut is 
tested after sterilization, how often it is tested, whether 
the tests are adequate and other related questions. A plan 
is being evolved, he said, for the sterilization of catgut by 
some efficient and economical method, and one that will 


be simple enough to be practical, and it is expected tii: 
this will be completed during the year. It is felt that 
reputable manufacturers will be willing to fall in 
with such a plan so that accidents may be reduced t 
minimum. Discussion of this paper was opened by 
Southgate Leigh, Norfolk, Va. 

The symposium was concluded by an important address 
given by Dr. Arnold H. Kegel, commissioner of health, 
Chicago, on “Plumbing in Hospitals as a Source of In- 
fection and Proposed Safeguards.” Doctor Kegel pointed 
out the similarity between water borne 
groups of postoperative infections, which indicates that 
faulty water systems in hospitals are often the cause 
of these postoperative infections. Dangerous cross con- 
nections should be investigated and corrected, he said. 

Charles F. Neergaard, trustee, Carson C. Peck Memo- 
rial Hospital, Brooklyn, and hospital consultant, spok: 
on “Organizing for Emergencies.” Mr. Neergaard re- 
lated several incidents concerning hospitals that were not 
properly equipped for emergency service, and out of the 
experiences of these hospitals he formulated a list of sug- 
gestions concerning an adequate emergency service for 
both large and small hospitals. 

Among the suggestions he made were that all equip- 
ment and supplies be placed so as to be located quickly; 


diseases and 


Dr. Christopher G. Parnall. 
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of control. 
Consistent results. O long have the dangers of shock been an accepted shortcom- 
Complete diagnostic service. ing of all medical X-ray apparatus that it is hard for those who 
Unit construction permits have not seen the new Victor Shock-Proof X-Ray Unit to believe 

variation according to that it is 100% electrically safe. 

specialty. 





Minimizes danger around Yet the moment you see this newest product of Victor engi- 
ether, as when setting neering you realize that it is exactly that. Both the X-ray tube and 
fractures, etc. the high-tension transformer are sealed in the tube-head. Im- 

mersed in oil, they are completely insulated and thus the tube- 

head, as well as every other part of the Victor Unit, can be 
handled with the utmost freedom and safety. 

The news of Victor's success in producing this shock-proof 
X-ray unit has been acclaimed the most important development in 
the field since the Coolidge tube. This unit has other radical im- 
provements of such importance that there is nothing in the entire 
field of X-ray manufacture to compare with it. 

May we send you an illustrated booklet describing and pictur- 
ing every feature of this remarkable development? 


VICTOR X-RAY CORPORATION 
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oil, completely insulated and sealed, thus confining A GENERAL ELECTRIC ORGANIZATION 
all high voltages within this head. 
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that a complete list be posted in a conspicuous place in- 
dicating the cabinet and shelf where each item is stored; 
that the location of the apparatus which might be needed 
but which is kept outside the department, be stated, and 
also the location of the keys; that any appliance with 
which the average physician may not be familiar have 
clear instructions for its use attached and that a list of 
donors, properly typed if possible from among the per- 
sonnel of the hospital, be available for blood transfus- 
ions. It was also suggested that for each emergency 
call two nurses, or a nurse and an orderly, report to the 
department to assist the physician. If not needed they 
can be dismissed and, as a further safeguard, a signal 


Asa S. 
Bacon. 


system be provided to summon help. At the conclusion 
of his paper, Mr. Neergaard gave a list of the furnish- 
ings, equipment and supplies needed for an active emer- 
gency service in a large city hospital. 

The discussion of Mr. Neergaard’s paper was opened 
by Sidney G. Davidson, superintendent, Butterworth Hos- 
pital, Grand Rapids, Mich. 

Dr. Walter H. Conley, general medical superintendent, 
Department of Hospitals, New York City, presided at the 
session on Tuesday afternoon. 

Dr. Franklin H. Martin spoke on “The Health Inven- 
torium in the Standardized Hospital,’ and the discussion 
that followed was opened by E. S. Gilmore, superin- 
tendent, Wesley Memorial Hospital, Chicago. An open 
forum on “Administrative Problems Relating to the Care 
of the Patient,’ was conducted by Robert Jolly, super- 
intendent, Baptist Hospital, Houston, Texas, and trustee, 
American Hospital Association. Such questions as “What 
Should Be the Hospital Trustee’s Responsibility in the 
Care of the Patient?” “How Can the Hospital Trustee 
Know When the Patient Is Receiving Efficient Hospital 
and Medical Service?” were presented by Louis J. Me- 


Kenney, chairman, board of trustees, Highland Park Gen- 
eral Hospital, Highland Park, Mich., and discussed by 
Newton E. Davis, corresponding secretary, Board of Hos- 
pitals, Homes and Deaconess Work of the Methodist 
Episcopal Church, Chicago, and others. 

“What Factors Enter Into an Efficient Operating Room 
Service?” was the subject presented by A. C. Galbraith, 
superintendent, Toronto Western Hospital, Toronto, Can- 
ada, the discussion of which was opened by Major G. 
Seelig, M.D., professor of clinical surgery, Washington 
University School of Medicine, St. Louis. 

Dr. John E. Daugherty, superintendent, Jewish Hospi- 
tal, Brooklyn, N. Y., gave a paper, “The X-ray Depart- 
ment in Hospital Management,” the discussion of which 
was opened by Dr. Edward S. Blaine, radiologist, Wes- 
ley Memorial Hospital, Chicago, and director, National 
Pathological Laboratories. Dr. Michael Davis, director 
for medical services, Julius Rosenwald Fund, Chicago, 
spoke on “What Is Being Done to Assist the Person of 
Moderate Means in Securing Adequate and Efficient Hos- 
pital and Medical Service?” Discussion of the topic was 
opened by the Rev. Herman L. Fritschel, superintendent, 
Milwaukee Hospital, Milwaukee. 


Doctor Buerki Presides Wednesday Morning 


Wednesday morning’s session was given over to a 
symposium on how to increase the efficiency of case rec- 
ords. The presiding officer at this time was Dr. R. C. 
Buerki, superintendent, Wisconsin State General Hospital, 
Madison, Wis., who skillfully handled the duties of chair- 
man and was successful in drawing forth considerable 
discussion from the floor on the different aspects of the 
work of the record department. 

The opening paper was given by Florence G. Babcock, 
record librarian, University of Michigan Hospital, Ann 
Arbor, Mich., who spoke on “The Role of the Record 
Librarian in Maintaining an Efficient Record System in 
a Hospital.” The record librarian is responsible for see- 
ing that the proper information goes into the record, she 
said, and she must have the unfailing support of her 
record committee. She should make a thorough inspec- 
tion of the records or have this done by one of her as- 
sistants. Miss Babcock firmly believes that the record 
librarian should attend staff meetings so that she may be- 
come familiar with all the policies of the hospital for she 
is expected to be a sort of general information bureau. 

Dr. C. W. Munger, superintendent, Grasslands Hospital, 
Valhalla, N. Y., discussed Miss Babcock’s paper. The 
record librarian is a key person, he feels, and her work 
with the interns in impressing on them the significancé 
of complete history taking is of great importance. Heé 
believes that printed professional standing orders in 
hospital are an aid in this connection. Doctor Munge1 
agrees with Miss Babcock in her feeling that the head 
of the record department should attend all the medical 
staff meetings and should have a voice in planning the 
work of the hospital. 

Marjorie Boulton, record librarian, Jewish Hospital, St. 
Louis, spoke on “Maintaining Efficient Case Records in 
an Open Hospital.” She presented the plan of work in 
her hospital and emphasized the importance of a properly 
qualified record staff and adequate equipment for the de- 
partment. 
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Dr. Donald C. Smelzer, superintendent, Charles T. Mil- 
ler Hospital, St. Paul, Minn., opened the discussion on 
this paper and pointed out the need for having the record 
room conveniently placed so that the doctors may be en- 
couraged to make use of it at all times. No record 
should be filed, he said, until it is absolutely complete and 
this should be accomplished while the patient is still in 
the hospital or immediately after his discharge. 


Idea of Cancer Museum Approved 


A paper of outstanding importance was given at this 
session by Dr. Maud Slye, associate professor of path- 
ology, University of Chicago, on “The Value of Accurate 
Records for the Study of Cancer.” Doctor Slye, who has 
been studying cancer data for twenty years, spoke with 
enthusiasm regarding the cancer museum to be estab- 
lished by the American College of Surgeons, where every 
known type of neoplasm and detailed heredity records 
of cancer patients will be available for study by students. 
In such a museum, she believes, lies the possibility of 
finding the external provocative factors in the causation 
of every type of cancerous growth. She asserted that 
adequate record taking on cancer must include the search- 
ing out of all hereditary data regarding cancer patients 
and that such work will require a person especially trained 
in record taking and trained scientifically and with a gift 
for gaining the confidence of patients. She deplored the 
fact that while abundant data regarding cancer of ani- 
mals are available for study, data on human cancers are 
scattered and in individual hands and have not been sub- 
jected to analysis. 


Dr. Bowman C. Crowell, associate director, American 
College of Surgeons, discussed Doctor Slye’s paper and 
outlined the objectives of the step the college is taking 
in establishing a cancer museum. Without proper his- 
tories in cancer cases our knowledge of cancer will stand 
still, he said, and we shall make no progress. Proper 
histories of cancer cases do not now exist and the forms 
to be used by the college will be more elaborate than 
any previously used. 

A paper on “The Correlation of the Record Department 
and Medical Library in the Hospital” was given by Stella 
F. Walker, director, literary research department, Ameri- 
can College of Surgeons. Mrs. Walker described the 
service given by her department which was established 
eight years ago. She pointed out the relation between 
the record department and the library and said the train- 
ing of the record librarian and the medical librarian 
should be combined. Following Mrs. Walker’s paper, 
Marguerite Simmons, medical librarian, and Maurine 
Wilson, record librarian, Ravenswood Hospital, Chicago, 
told of their work and explained how the two depart- 
ments are coordinated at Ravenswood Hospital. 

A paper on “The Nurse’s Contribution to the Medical 
Record” by Dr. T. R. Ponton, superintendent, Illinois 
Masonic Hospital, Chicago, was read in his absence by 
Laura R. Logan, R.N., dean, Illinois Training School for 
Nurses, Chicago. Doctor Ponton went into some detail 
regarding nurses’ records, who should make them and 
what they contain and told the essential data that should 
be on the graphic sheet. 

Miss Logan, in discussing Doctor Ponton’s paper, said 
that there are two types of observation that nurses 






should make, namely, the patient’s mental reactions and 
his physical reactions, all of which should be noted on 
the nurse’s chart. The objectives of the chart, she said, 
are to give the doctor an accurate picture of the patient, 
to train the student nurse in accurate observation of sig- 
nificant symptoms and to aid the physician in arriving 
at a diagnosis and a right course of treatment. The 
head nurse should check and recheck the chart and shouid 
point out errors to the student nurse. 

“Standardization of Surgical Dressings and Materials” 
was the opening paper at the Wednesday afternoon ses- 
sion. It was given by Dr. Frederic H. Slayton, director, 
Hospital Research and Information Department, Amer- 
ican College of Surgeons, and discussed by Dr. Hugh 
Scott, medical officer in charge, Edward Hines, Jr., 
Hospital, Maywood, IIl., and others. 

Following the paper and discussions an open forum 
on professional problems affecting the care of the patient 
was conducted by Dr. Lewis A. Sexton, superintendent, 
Hartford Hospital, Hartford, Conn., and president-elect, 
American Hospital Association. Subjects presented in- 
cluded: “The Value and Importance of the Hospital Out- 
Patient Department,” by Dr. Irving S. Cutter, dean, 
Northwestern University medical school, Chicago, and 
superintendent, Passavant Memorial Hospital, discussed 
by Dr. Herman Smith, superintendent, Michael Reese Hos- 
pital, Chicago; “What Constitutes an Efficient Clinical 
Laboratory Service for a Hospital?” by Dr. Frank W. 
Hartman, pathologist, Henry Ford Hospital, Detroit, dis- 
cussed by Oliver W. Lohr, director, Central Laboratory 
of Saginaw, Saginaw, Mich.; “What Constitutes an Effi- 
cient Anesthesia Service for a Hospital?” by Dr. Wesley 
Bourne, McGill University, Montreal, Canada, discussed 
by Dr. John Lundy, director, department of anesthesia, 
Mayo Clinic, Rochester, Minn., and Dr. Isabella Herb, 
chief anesthetist, Presbyterian Hospital, Chicago; “A 
Plan for Increasing the Number of Autopsies,” by 
Maurice Dubin, superintendent, Mt. Sinai Hospital, 
Philadelphia, discussed by Dr. Frank J. Novak, Jr., oto- 
laryngologist, Lake View Hospital, Chicago; “Need for 
Consultations in the Case of the Seriously Ill,” by Dr. 
Frank H. Lahey, surgeon, New England Deaconess and 
New England Baptist Hospitals, Boston, and director, 
Lahey Clinic, discussed by Dr. John S. Harger, attending 
surgeon, Illinois Masonic, Cook County and Garfield Park 
Hospitals, Chicago. 


Hospital Demonstrations Are Given 


The Thursday morning session was devoted to ques- 
tions and problems that were not discussed in previous 
sessions. This open forum session was in charge of Dr. 
Malcolm T. MacEachern, assisted by Robert Jolly, super- 
intendent, Baptist Hospital, Houston, Texas. At this 
session every person was given an opportunity to have 
a subject discussed in which he was particularly inter- 
ested. In addition, new features in hospital planning, 


construction, equipment and procedures were presented. 
Thursday afternoon was devoted to demonstrations in 
hospital planning, construction, equipment, administration 
and procedures in Chicago hospitals, and the opportuni- 
ties thus presented were largely utilized. 

Friday was devoted to a conference on traumatic su’- 
gery—the care of the injured. 
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A. H. A. Convention Will Be in 
New Orleans 


At a meeting of the board of trustees of the American 
Hospital Association, held at association headquarters in 
Chicago on October 14, it was decided to hold the next 
annual convention of the association at New Orleans, 
La., the week of October 19, 1930. 





New England Hospital Association 
Meets in Eighth Annual Session 


The New England Hospital Association held its eighth 
annual meeting on Tuesday and Wednesday, October 22 
and 23, at the Hotel Vendome, Boston. 

The sessions opened at 9:30 a.m., Tuesday, with a 
business meeting. Following the business meeting, Dr. 
W. P. Morrill, superintendent, Maine General Hospital, 
Portland, spoke on “The Community Chest and the Hos- 
pital’ and the subject was discussed by Dr. Harold W. 
Hersey, superintendent, Bridgeport Hospital, Bridgeport, 
Conn. “A System of Budget Control,” was presented by 
Dr. Albert W. Buck, superintendent, and Dr. Robert 
Jordan, assistant superintendent, New Haven Hospital, 
New Haven, Conn., and discussed by Scott Whitcher, 
superintendent, St. Luke’s Hospital, New Bedford, Mass. 

Bess H. Medary, director, social service, Rhode Island 
Hospital, Providence, R. I., spoke on “Social Service: Its 
Place in Hospital Organization.” Discussion on this sub- 
ject was led by Lucy Ayers, formerly superintendent, 
Woonsocket Hospital, Woonsocket, R. I. Frank E. Wing, 
director, Boston Dispensary, Boston, addressed the dele- 
gates on the subject, “Administration of the Out-Patient 
Department.” 

The Tuesday afternoon program was opened by Dr. 
Frank M. Vaughan, secretary, Massachusetts Board of 
Registration of Nurses, who spoke on the question, “When 
Are Hospital Affiliations Necessary for Registration 
Requirements?” Discussion on this subject was led by 
Ellen Daly, R.N., superintendent of nurses, Boston City 
Hospital, Boston. “A Method of Handling Special Diets,” 
was presented by Mrs. Thelma Tubbs Currier, dietitian, 
Peter Bent Brigham Hospital, Boston, and discussed by 
Alice Van Dyke, dietitian, Cambridge Hospital, Cambridge, 
Mass. A paper was given by Dr. W. O. Rice, assistant 
superintendent, Rhode Island Hospital, Providence, on 
“Duties of the Admitting Physician,” and discussed by 
Dr. Norman C. Baker, assistant director, Massachusetts 
General Hospital, Boston. The Tuesday program closed 
with a paper by Dr. W. Franklin Wood, assistant di- 
rector, Massachusetts General Hospital, on “Financing 
and Administration of Wards for Patients of Moderate 
Means,” which was discussed by Dr. J. B. Howland, super- 
intendent, Peter Bent Brigham Hospital, Boston. 

The Wednesday program included the following papers: 
“The Importance of Mental Disease Training in the Edu- 
cation of Nurses,” Anna McGibbon, superintendent of 
nurses, Butler Hospital, Providence, R. I.; “The Relation 
of Hospitals to Public Health,” Dr. C. F. Wilinsky, super- 
intendent, Beth Israel Hospital, Boston, discussed by Dr. 








Henry M. Poliock, superintendent, Massachusetts Homeo- 
pathic Hospital, Boston; “Protection of the Mother and 
Baby Against Infection,” Dr. Harmon P. B. Jordan, 
superintendent, Providence Lying-in Hospital, Providence, 
R. I.; “Organization of the Medical Staff,” Dr. George A. 
Maclver, superintendent, City Hospital, Worcester, Mass. 

Dr. Wilson G. Smillie, professor of public health ad- 
ministration, Harvard School of Public Health, was the 
honor speaker at the luncheon on Wednesday. 

The session closed with a round table discussion led by 
Dr. F. A. Washburn, director, Massachusetts General Hos- 
pital, Boston, and the election of officers for the coming 
year. 





Construction Under Way for New 
Marine Hospital 


Work has been started on the new $3,000,000 United 
States Marine Hospital at New Orleans. Plans call for its 
completion in 1931, when the present buildings, moved to 
the back of the property to make way for the new struc- 
ture, will be demolished. ; 

The hospital, according to officials interested in its con- 
struction, will be one of the most beautiful in the country. 
It will be the first time in history that the federal govern- 
ment has departed from its usual style of architecture, 
for the new hospital will be built in the distinctive style 
of New Orleans. 

Comprised of three main buildings, the structures will 
be of red brick, artificially made to look like very old hand 
made brick. They will be built to match the old wall that 
surrounds the site. This wall was built in 1885 when the 
present hospital was erected, and will remain standing 
when the old buildings are torn down. All the roofing will 
be of slate. Antique iron grill work will add to the old 
New Orleans atmosphere as will the beautiful old moss 
hung oak trees now on the grounds. 

The front building, facing on State Street near the 
levee, will be a three-story administration building. Fea- 
tures will be a large lobby in keeping with the architecture 
and an old-fashioned lantern tower on the roof. Two floors 
of this building will be made up of cut-patient and in- 
patient clinics, including a large dental clinic and eye, ear, 
nose and throat clinics. 

The hospital proper will be a long, narrow, five-story 
building with four wings splaying out from the ends. The 
entire hospital will have a capacity of 600 beds. 

Behind the hospital building will be the surgical build- 
ing, containing three major operating rooms, one ortho- 
pedic operating room and a large x-ray room. 

The hospital, which is being built by the United States 
Public Health Service, will treat all types of diseases for 
members of the American and foreign merchant marine, 
the Army, Navy, Coast Guard, Mississippi Warrior Serv- 
ice, United States Lighthouse Service, United States Life 
Saving Service, Federal Employes Compensation Commis- 
sion, Mississippi River Commission, Veterans Bureau and 

various other agencies. Only foreign patients will have to 
pay for treatment. 

Dr. W. C. Rucker is the United States Public Health 
officer in charge of the hospital. 
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perative— silence and laboratory cleanli- 
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Institutional Membership Fees 
Considered by Ohio Group 


and institutional membership fees to carry on as- 
sociation work in the state of Ohio was made and 
passed at the fifteenth annual meeting of the Ohio Hos- 
pital Association held in Youngstown, October 8 and 9. 
The purpose of the resolution is to see that the inter- 
ests of the institutional members be safeguarded, that 
studies be made into conditions in Ohio and that several 
important pieces of research be completed. It was ten- 
tatively proposed that enough money be raised by insti- 
tutional membership fees to pay for the services of a sec- 
retary who would initiate and carry on this work. The 
state is taken as the only logical workable unit and upon 
this basis it was decided to take steps to carry on the 
work which, it was declared, is needed by all of the hos- 
pitals in Ohio. 


Sessions Well Attended 


At this year’s meeting the registration was 115, the 
largest in many years, and the sessions proved most in- 
teresting. The Rev. Philip Vollmer, Jr., superintendent, 
Fairview Park Hospital, Cleveland, and president of the 
association, opened the first session with the president’s 
address, followed by the reports of the secretary and 
the treasurer. This was followed by a round table con- 
ducted by A. E. Hardgrove, superintendent, City Hos- 
pital of Akron. The first topic for discussion was the 
cost of hospital care, President Vollmer stressed the im- 
portance of this subject in his presidential address and 
this was taken as the basis for the discussion. Guy 
Clark of the Cleveland Hospital Council presented inter- 
esting facts and figures regarding the cost of hospitali- 
zation in Ohio and several others present discussed this 
subject. A resolution asking the American Hospital As- 
sociation to consider publicity through the newspapers 
and magazines in which costs would be justified was 
passed. 

The function of the Ohio Hospital Association was the 
next subject considered and many phases of association 
work were presented. It was the consensus that the 
work of the association should be greatly extended and 
it was as a result of this discussion that decision was 
made to devise ways and means for a full-time secretary 
and a broadening of the work already being done in 
Ohio. 

“Industrial Liability Insurance” was the last topic at 
the round table. Ohio’s enviable position regarding 
workmen’s compensation laws and industrial liability 
insurance always is a topic of discussion and it was de- 
cided that these laws and their administration are on a 
satisfactory basis at the present time. Some debate was 
given to the subject of student nurse liability. 

An interesting dinner session was held when addresses 
were given by Mayor Joseph Hefferan of Youngstown 
and Dr. Charles Neal, director of the Ohio State De- 
partment of Health. 


A RESOLUTION asking for a full-time secretary 


On the second day Mary Yager, superintendent, 
Women and Children’s Hospital, Toledo, presided at a 
round table that was given over to nursing problems, the 
payment for the care of the indigent sick and radio- 
graphic film hazards. 

Much discussion was aroused on the nursing situation. 
Group nursing, the ratio of nurses to patients, the work 
of the visiting nurse and the cost of nursing service 
were debated. The dual system of education for profes- 
sional nursing and practical nursing was discussed and 
it was generally decided that such a system in one school 
would not be sound practice. 

An excellent paper on radiographic film hazards was 
presented by Dr. H. L. Rockwood, health commissioner, 
Cleveland. Doctor Rockwood investigated and reported on 
the Cleveland Clinic disaster and his paper was based 
upon his findings. It will appear in a later issue of THE 
MODERN HospPITAL. The storage of x-ray films was then 
discussed and several means of caring for films were 
suggested. 

Several resolutions other than those already mentioned 
were passed. A letter of sympathy to Frank E. Chap- 
man, director, Mt. Sinai Hospital, Cleveland, and for 
many years one of the outstanding members of the Ohio 
Hospital Association, was written and signed by the 
trustees. Mr. Chapman was unable to attend this meet- 
ing although it is reported that his health is improving. 
Another letter of sympathy was sent to Dr. Jackson A. 
Frank, chief of the division of hygiene, state department 
of health, Columbus. 

Officers Are Elected 

Mary A. Jamison, superintendent, Grant Hospital, 
Columbus, was nominated for president but withdrew 
due to pressure of work. Frank W. Hoover, superin- 
tendent, Alliance City Hospital, Alliance, was chosen 
as president-elect. H. E. Frazier, manager, People’s 
Hospital, Akron, was elected first vice-president. Other 
officers chosen include: Sister Mary, superintendent, 
Good Samaritan Hospital, Cincinnati, second vice-presi- 
dent; Father M. F. Griffin, St. Elizabeth’s Hospital, Cleve- 
land, treasurer, and John Mannix, superintendent, Elyria 
Memorial Hospital, Elyria, secretary. Alice Thatcher, 
superintendent, The Christ Hospital, Cincinnati, who was 
the president-elect and would have taken office at this 
meeting, resigned as she is on a year’s leave of absence. 





Hospital Association Changes 
Meeting Dates 


Originally announced for October 4 and 5 the annual 
meeting of the New Jersey Hospital Association has 
been changed to November 7 and 8 and will be held at 
Newark, according to announcement by Thomas J. Gol:- 
en, executive secretary. 














ndent, 
at a 
iS, the 
radio- 


ation. 
work 
ervice 
rofes- 
| and 
chool 


was 
oner, 
2d on 
yased 
THE 
then 
were 


oned 
hap- 

for 
Ohio 

the 
eet- 
ing. 
) A. 
1ent 


tal, 
rew 
rin- 
sen 
le’s 
her 
nt, 
1si- 
ve- 
ria 


THE MODERN HOSPITAL—November, 1929 
































ind 
A Cajeput Eucalyptus Sassafras Antiseptic Comrie. 


a antonie, Non-caustic, Detergent, Bleacher a 
and a puetiog antiseptic, disinfectant and for OM NE 
& read, | practice and household will ot 

ily miscible with water, non-destructive to t “ 

Pt instruments or injure rubber and does not Sai". oy 
dowchin Wounds, Cuts, Scratches, ete., 2 to 3 per cent solution 

ng. 2 per cent solution. 

E. ral sanitation and a deodorant 3 to 5 per cent solutior a 
various mally KLOMINE is recommended for the tree 
Rash cae of Wounds, Sores, Ulcers, Bruises, 

- S and Parasitic skin diseases. om 
erator vest: To ascepticize the hands and instrament aioe 
™ employed” to disinfect fields of operation a ! per 

I “ wn 
kom fae”: Douching, Spraying and Tamponage, poe one 

KLome st, 1 Quart of water. 7 
* =o especially recommended in avoiding noe : 

For nw in a pus media. ont? 
Per cent ey rans, Utensils, etc., to sterilize and cleans 

or W ; - 
K ashing, Bleach ‘ Jothes, wae ont hg 

SINE to boilerful of Sand ees coins, disinteieh 
No "€ Sick rooms, use one-half cupful to pail of 

other soap required. 


Tempers Annlysia 
‘slture gare, “! Medlention: 20°C. ren on™ 
Oh ‘ Hepkins) 34 heer extrert 


wed: Bh. ty phones 





ev ebeerterns 


soi bieiebins 


+ 
+ 
+ 
+ 


—_—_—_—— 
Nemary, ey ee 
Tantetoet we Hyena a tent ahene that this dintater ed - 
tees thet ee oe bnv ios 2 germicidal pour? 


Vrepared at Laboratories of the 


ACME CHEMICAL CO. 


MILWAUKEE, WISCONSIN. 





aes 
.” 



















KLOMINE_ 


eens 
ores aK Covcin Ard comran nar omer, woe ote eed SD ee 




















peseee! 
peeeeer) 

















= peveeeer 2 
cessess ee = 
33. 

; 
oA 





oa 
egeesesscsosesessssssces| 














| eeeeecscecesas 





THE NEW 




















seo. 
}eeeee. 
“<ITiT 


seeeee. 


























“i 


























witiit 





~1eeee 






DISINFECTANT 
REPLACING 
ALL OTHERS 


LOMINE is a Cajeput, Euca- 
lyptus, Sassafras Compound: 

an odor pleasing, non-nauseating an- 
tiseptic, disinfectant and deodorant 
for surgical, obstetrical and gyneco- 
logical practice. It contains no acids 
or any other harmful ingredient: 
having a plain vegetable base, with 
a phenol coefficiency of 1.48 (U. S. 
Standard -Rideal Walker Test) and 
a germicidal power toward B.typho- 
sus 1.48 times that of pure phenol. 
KLOMINE is preferred because of 
its thorough antiseptic, disinfectant 
and deodorant properties; because 
it does not corrode surgical instru- 
ments and hospital utensils; because 
it is non-destructive to tissues, will 
not injure rubber, will not stain — 
and because its odor is pleasingly 


refreshing as against that of liquor 


cresoliss KLOMINE is widely used 
in hospitals for every purpose: 
wherever tried replacing all others 
and used exclusively. 


SAMPLE 
A generous two bottle sample of 
KLOMINE will be sent to you 
complimentarily: for you to try 
and test: write now. 


ACME CHEMICAL CO. 


Manufacturing Chemists 
2400 Clybourn Street 


| MILWAUKEE, WISCONSIN 
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News of the Month 








American Dietetic Association 


Holds Annual Meeting 


Association convened at the Statler Hotel, Detroit, 
October 6 to 11. 

The opening meeting of the session took place at a 
noon luncheon with Mary M. Harrington, chairman of 
local arrangements, presiding. In addition to the wel- 
coming address of the association president, Anna E. 
Boller, Central Free Dispensary, Rush Medical College, 
Chicago, greetings were extended by various prominent 
Detroit and Michigan people, Edna N. White, director, 
Merrill Palmer School of Detroit, Dr. Harley Haynes, 
director, University of Michigan Hospital, Dr. Louis 
Hirschman, president, Michigan State Medical Society, 
Jane Ramsey, director of nurses, Harper Hospital, De- 
troit, and Lenna Cooper, president, Michigan Dietetic 
Association. ” ; 

Dr. Walter C. Alvarez:of thé Mayo Clinic, Rochester, 
Minn., addressed a general session Monday afternoon on 
the subject “Mechanics of Digestion.” This lecture was 
illustrated with interesting motion pictures showing the 
action of peristalsis in the large and small intestines. 
Doctor Alvarez stressed the point that in his opinion die- 
titians have been prone to take nutritional matters too 
seriously—they have overworked the vitamin require- 
ments and the roughage theories, he declared. The re- 
sult has in many cases affected the mechanics of digestion, 
a factor that has been too little regarded. 

Monday evening was devoted to section dinner meetings 
in which section activities and business were discussed. 


Tass twelfth annual meeting of the American Dietetic 


General Session Holds Interest 


The general session Tuesday morning was sponsored by 
the section on administration with Theresa Clow presid- 
ing. Ruth Atwater of the National Canners’ Association 
gave a talk of practical interest on the subject “What 
the Dietitian Should Know About Canned Foods.” “The 
Business of Feeding People” was ably discussed by J. L. 
Hennesey of the Hotel Statler System. Helen Clark of 
the Clifton Springs Sanitarium and Clinic, Clifton 
Springs, N. Y., had as her subject “What Is Our Name 
and How Do We Spell It?” discussing the terminology 
and spelling that has grown up around the science of 
dietetics. Dr. Bert Caldwell, executive secretary, Ameri- 
can Hospital Association, talked on “The Dietitian’s Place 
in the Hospital.” 

The general afternoon session was in charge of the 
section on diet therapy presided over by Kate Daum. 
Dr. L. H. Newburgh, University of Michigan, opened the 
program with a discussion of obesity. 

“Obesity,” Dr. Newburgh said, “increased as the wealth 
of the country increased. Its increase marks the rise in 
cases of diabetes, heart troubles and diseases of the ar- 
teries, to say nothing of the general decline in physical 
and mental ability that is one of its deplorable systems. 
Obese cases have had two classifications—ordinary obes- 
ity and constitutional or endogenous obesity.” 


Doctor Newburgh showed his audience by means of 
clinical charts how both types eventually respond to a 
reduction in the caloric intake in spite of the fact that 
the constitutional obese case is often regarded as hopeless 
of dietary treatment. 

“Clinical Aspects of Obesity” was the subject of the 
discussion presented by Dr. Hugo Freund, Harper Hos- 
pital, Detroit, who augmented the remarks made by Doc- 
tor Newburgh apropos wealth and obesity by saying that 
obesity is on the increase because of increased leisure 
as well as wealth. Doctor Freund said that as a result 
of his clinical findings, he believes that diet has some 
effect on the endocrines rather than the endocrines af- 
fecting the diet as is commonly believed. He believes, 
too, that to accomplish results with an obesity case, the 
patient must be won over to full cooperation as he is in 
the case of diabetes. 


Emergency Measures Discussed 


Dr. R. T. Woodyat, Rush Medical College, Chicago, 
talked on “Emergency Measures in Diabetes,” explaining 
clearly just what the patient is taught to do for him- 
self in such cases. 

Dr. Walter S. McClellan, of the Russell Sage Insti- 
tute of Pathology, closed the afternoon program with 
an interesting talk on the results of his findings on an 
exclusive meat diet. The subjects maintained on this 
diet for a period of a year with no ill effects whatever, 
Doctor McClellan stated. 

The dinner meeting of the session was held Tuesday 
night with Miss Boller presiding. Inspirational talks 
were given by William Henderson of the University of 
Michigan, speaking on “Modern Science and the Chang- 
ing Order”; Margaret Justin, president, American Home 
Economics Association and dean, Kansas State Agricul- 
tural College, whose subject was, “Woman and the 
Changing Order,” and Dr. Ruth Wheeler of Vassar Col- 
lege, who spoke on “Our Opportunities.” 

A Red Cross breakfast was held Wednesday morning 
for dietitians who were in Red Cross service during the 
World War. Lenna F. Cooper was in charge. The morn- 
ing and afternoon sessions were sponsored, respectively, 
by the section on education and the section on social 
service. 


Interesting Addresses Presented 


The program for the morning meeting included the 
following addresses: “The Dietary Department in the 
Small Hospital,” Irma Law, R.N., state inspector of 
nurses, Missouri; “College Preparation for Nutrition 
Work,” Martha Koehne, University of Tennessee; “Pres- 
ent Trend of Parental Education,” Mary Sweeney, Mer- 
rill Palmer School, Detroit, and “The Hospital’s Respon- 
sibilities to the Community,’ Dr. Herman Smith, super- 
intendent, Michael Reese Hospital, Chicago. 

In the afternoon the following program was given: 
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Odorless, Colorless, “Everclear’’ Alcohol 


The rigid requirements of hospitals have built up standard speci- 
fications for alcohol, the sum total of which is Purity. “Ever- 
clear” Alcohol successfully passes every test designed to prove 
the purity of alcohol. 


“Everclear” Alcohol is completely odorless. It is always 
sparkling clear. These two characteristics of “Everclear” 
point unmistakably to purity—the result of an exclusive distil- 
lation process originated at our plant in the heart of the grain 
belt. 


“Everclear” Alcohol is a product of unvarying high quality. 
You may safely make it the standard alcohol for every hospital 


purpose. 


This is number 9 of a series depicting histori- 
cal periods in the development of America 


v=: AMERICAN “°” 
COMMERCIAL ALCOHOL CORPORATION 


420 Lexington Avenue, New York, N. Y. 


Plants: 


Philadelphia, Pa. Sausalito, Cal. 


Pekin, Ill. Gretna, La. 
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Ou, Susannah, don't you cry for me, I'm off 
to California with my wash bowl on my knee!” 
And to the rallying cry of this popular ditty 
thousands of gold-seekers thronged to the new 
El Dorado. Gold long had been known to exist 
in California, but the first bewilderingly rich 
deposit was not discovered until January 24, 
1848. News traveled slowly in those days, so 
the rush to the diggings did not start until 1849. 
The “Forty-Niners” laid the foundation for the 
tremendou. development of the Pacific Slope. 
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KANSAS CITY, MO., Thempwn Hay- 
ward Chemical Co., 29h and South- 
west Blvd 


BALTIMORE, MD., $14 South Eutaw St. 

BIRMINGHAM, ALA.. Gage & Halsey, 
719 Pioneer Bidg. 

BOSTON, MASS...... $0 Eastern Ave. 

BUFFALO, N. Y., Rolls Chemical Co., 
481 Ellicott Square Building 

CHICAGO, ILL., 1006 South State St 

CINCINNATI, OHIO, M. J. Daly, 605 
Gerke Bidg. 

CLEVELAND, OHIO, R. H. Nicholas Co., 
2171, West 3rd St 

DETROIT, MICH., H. L. Holland & Son, 
945 First National Bank Bidg 


GRAND RAPIDS, MICH., 214 Ells- 
worth Ave., S. W. 
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MEMPHIS, TENN., Lilly Broderage Co., 
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News of the Month 








“The Red Cross Dietitian in School and Community 
Work,” Claudea Gilbreath, American Red Cross; “The 
Future of the Dietitian in Social Service Work,” Louise 
Addis; “Contributions From the Commercial Field,” Mary 
Barber, Kellogg Company. 

The closing session of the convention Wednesday 
night was presided over by Thelma Tubbs Currier. Its 
general interest was a fitting conclusion to an unusually 
stimulating meeting. Dr. Frank N. Allan from the Mayo 
Clinic gave an interesting paper on the “History of the 
Dietary Treatment of Diabetes.” Diabetes was recog- 
nized hundreds of years ago and its treatment up through 
the decades, in the light of present day treatment with 
insulin, has been both amusing and horrifying, Doctor 
Allan pointed out. 


Liver Element Unknown 


Following Doctor Allan, Dr. Cyrus Sturgis, Univer- 
sity of Michigan, talked on “The General Dietary Man- 
agement of Pernicious Anemia.” “To date,” Doctor Stur- 
gis said, “the findings in the liver treatment of anemia 
seem to indicate that its value is due to some as yet un- 
known element in the liver affecting gastric digestion 
rather than its vitamin or iron content.” 

Dr. Solomon Strouse, Michael Reese Hospital, Chi- 
cago, concluded the session with an interesting talk on 
“The Development of the Therapeutic Diet From the Nor- 
mal Diet.” He stressed the fact that what is “normal” 
for one is not “normal” for another, and inasmuch as 
every time a patient is given food, a therapeutic experi- 
ment is performed on that patient, and efforts should 
be made to find out what each patient needs as to diet- 
ary treatment regardless of the disease. 

Thursday was given over to sightseeing trips, the chief 
one being a trip to the University Hospital, Ann Arbor, 
where luncheon was served and an afternoon session 
held at which Doctor Russell Bunting addressed the 
group on the subject “Relation of High Carbohydrate 
Diet to Dental Cares.” 

Many of the delegates planned to stop at Battle Creek 
en route home to accept an invitation from the Battle 
Creek Sanitarium to see its buildings, enjoy luncheon, 
and hear an address by John Harvey Kellogg in the 
afternoon, followed by further trips to places of interest 
in Battle Creek. 

Of social interest during the convention were three 
teas given in honor of visiting delegates by the Michigan 
Dietetic Association, Harper Hospital and the Merrill 
Palmer Nursery School. 


New Officers Elected 


At the business meeting of the association the follow- 
ing officers were elected: president, Anna E. Boller; 
president-elect, S. Margaret Gillam, in charge of the 
dietetics and housekeeping department, University Hos- 
pital, Ann Arbor, Mich., to succeed Miss Boller at the 
expiration of the latter’s term of presidency in October, 
1930; first vice-president, Martha Koehne, University of 
Tennessee, Knoxville; second vice-president, Thelma 
Tubbs Currier, Peter Bent Brigham Hospital, Boston; 
secretary, Phylliss D. Rowe, Johns Hopkins Hospital, 
Baltimore; treasurer, Katherine Thoma, Michael Reese 
Hospital, Chicago. 


New Orleans Hospitals Organize 
Council 


The fourteen hospitals of New Orleans have organ- 
ized themselves into a hospital council with Dr. W. C. 
Rucker, medical officer in charge of the United States 
Marine Hospital, as chairman, Dr. Louis J. Bristow, 
superintendent, Southern Baptist Hospital as vice-chair- 
man and Dr. Paul Wipperman, superintendent, Touro 
Infirmary, as secretary-treasurer. 

The council will meet monthly at each of the hospitals 
in alphabetical rotation and after a dinner will discuss 
their mutual problems. It is planned that the council 
will undertake the study of problems common to hospi- 
tals in that area, and will endeavor through the public 
prints to educate the public as to the value and proper 
use of hospitals. In this connection an attempt will be 
made to show that hospitals bear an important economic 
relation to the community and furnish service at rates 
that are in no case excessive. 


Nursing League Publishes 
1930 Calendar 


Containing an interesting series of illustrations con- 
trasting the nurses and nursing methods of ancient times 
with those of the present day, the 1930 calendar of the 
National League of Nursing Education is now ready for 
distribution, according to announcement by Nina D. Gage, 
executive secretary of the association and chairman of 
the calendar committee. 

The illustrations in the calendar show the vivid con- 
trast between many phases of nursing, including ancient 
and modern temples of healing, transportation of the 
sick as it once was done and as it is done to-day, and 
early teaching and teaching nowadays. 

Proceeds of the sale of the calendars will be used to 
help maintain and develop the activities of the National 
League of Nursing Education. 


Youngstown Hospital Completes 
New Unit 


The newly completed north side unit of the Youngs- 
town Hospital, Youngstown, Ohio, built at a cost of ap- 
proximately $1,800,000, was formally dedicated October 
3 and patients were admitted for treatment a short time 
later. 

The new hospital accommodates 150 patients, includ- 
ing 102 rooms for general patients, forty-eight maternity 
rooms and several operating rooms. All are outside 
rooms and are privately arranged. The main unit is 
L-shaped, constructed of brick, and has five floors in the 
main section and four floors in the wing. It is connected 
by an enclosed promenade to the John Tod Nurses’ Home, 
which has ninety-five rooms and quarters for the nursing 
staff. 

A new home for the superintendent also has been com 
pleteded recently. 
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UTSTANDING advantages of Edison Elec- 
tric Cooking and Baking Equipment has 
led to their installation in hundreds of new and 
con- old hospitals. Every objection is overwhelmed 
imes by the proven speed, greater cleanliness and prac- _—Ventilation*—An electric kitchen, or diet kitchen, can be 
the tical economy of this equipment. placed anywhere, with less provision for ventilation, 
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Why Modern Hospitals are Installing 
Edison Electric Kitchens 


Cleaner—No coal, ashes, oil, soot or carbon monoxide. 
Just pure heat. 


Quieter. 

Cooler— Electricity permits direct application of heat 
with minimum radiation losses. The kitchen is a far 
cooler, pleasanter place—improving efficiency, clean- 
liness and morale. 


EDISON ELECTRIC APPLIANCE CO., Inc. 


Factories: Chicago, Illinois, and Ontario, California 






ORGANIZATION 


Atlanta Cleveland Charlotte 
Seattle Portland Denver 
Ontario, California 


A GENERAL ELECTRIC 
Chicago New York Boston 
Kansas City Salt Lake City 
Los Angeles San Francisco Dallas 


heating element. 


Moderate Operating Cost—Let us go into the matter and 
show you the low meal costs. The savings in the 
wholesale power rate which you receive will lower 
the cost of electricity used elsewhere in the hospital. 


*These advantages effect construction savings in new 
hospitals. 


Mail the Coupon 


EDISON ELECTRIC APPLIANCE CoO., Inc. 
5662 West Taylor St., Chicago, IIL 
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Pan-Pacific Surgical Conference 
Held in Honolulu 


The first Pan-Pacific Surgical Conference was held in 
Honolulu, “the crossroads of the Pacific,’”’ August 14 to 
24. Surgeons from all countries bordering on the Pa- 
cifiic met in conference for a most enjoyable and profit- 
able ten-day session. The purposes of this conference 
were two-fold: first, the bringing together of the outstand- 
ing surgeons from all countries bordering on the Pacific 
for the interchanging of ideas and methods pertaining 
to the practice of surgery; second, the developing of an 
acquaintanceship and fellowship among Pacific surgeons 
meeting on a common ground so that they might be in- 
strumental in promoting this spirit throughout all coun- 
tries represented at the conference. 

The program, which was most elaborately worked out 
during the previous three years, was limited to surgery, 
surgical specialties and hospital standardization. Every 
session of the conference was characterized by intense 
interest and a full attendance, notwithstanding the fact 
that the meeting was held in the immediate environment 
of one of the world’s greatest playgrounds. Never be- 
fore had American, Canadian, Australian, New Zealand, 
Japanese, Chinese, Russian, Korean and Hawaiian sur- 
geons met together under such interesting, pleasant and 
profitable auspices. 

A novel feature of this conference was the breakfast 
clinical round table conferences from 7:30 to 9 a.m. 
daily. These continued throughout the conference and 
were characterized by keen discussion and argument as 
to surgical diagnoses and technique as related to clinical 
conditions in the different countries represented. Other 
features of particular interest were the largely at- 
tended community health meetings. Three of these were 
held under the banyan tree at the Moana Hotel on the 
ocean side. These were of great public interest and 
while only one was planned originally it was found neces- 
sary to hold three during the conference. 

Hospital standardization, as presented by Dr. M. T. 
MacEachern, Chicago, associate director, American Col- 
lege of Surgeons, and director, Hospital Activities, held 
an important place on the program and was of great 
interest to the delegates from the various countries rep- 
resented. In addition to an afternoon conference of the 
whole assembly, daily group conferences were held at 
Queen’s Hospital to discuss Pacific problems such 
as organization, planning and construction, professional 
problems, social service and other topics of interest. As- 
sociated with this part of the program was an extensive 
educational exhibit sent to Honolulu by the American 
College of Surgeons showing the progress of hospital 
standardization, schemes of organization, plans and 
mounted photographs of hospitals and other interesting 
features. In addition there were a number of scientific 
exhibits all of which were of unique nature and created 
great professional and lay interest. 

A great many of the activities centered around 
Queen’s Hospital, one of the leading institutions of the 
United States. This hospital, of approximately 300 beds, 
is under the capable direction of George Potter. Dr. Nils 
P. Larsen, Honolulu, was the joint chairman of the Pan- 





Pacific Surgical Conference with Dr. George W. Swift, 
Seattle. 

The Pan-Pacific Surgical Conference, with the Hospi- 
tal Standardization Division, is now an established insti- 
tution and will meet again in 1932. The delegates from 
different countries were greatly impressed with the mer- 
its of hospital standardization. This movement will now 
have an official impetus to spread throughout all the 
countries bordering on the Pacific. At the final luncheon 
and business meeting on August 24, all agreed that the 
conference had accomplished the objects desired. There 
were many sincere expressions of appreciation on all 
sides for the hospitality of the Hawaiian medical pro- 
fession, hospital people and public generally. 





Nursing Group to Give Luncheon 
in Chicago 


The Central Council for Nursing Education will give 
a luncheon Wednesday, November 13, at 12:30 o’clock in 
the red lacquer room of the Palmer House, Chicago. 

Dr. Morris Fishbein, editor, the Journal of the 
American Medical Association, will speak on “The Cost 
of Medical Care.” Doctor Fishbein’s concept of ways and 
means to reduce the cost of sickness will be of interest 
to all those engaged in promoting hospital and public 
health work. 

The council is looking forward to having every hospi- 
tal in Chicago represented at the luncheon. Arrange- 
ments can be made to accommodate hospital boards of 
directors, women’s auxiliaries, medical and nursing staffs, 
alumnae associations of schools of nursing or anyone 
wishing to entertain friends whom they wish to interest 
in the care of the sick. 

Tables seating ten can be reserved. 
issued on receipt of reservations. 

Mrs. James A. Patten is chairman of the committee in 
charge of the luncheon. 


Tickets will be 





Senator Gives Money for Medical 
Staff Building 


For the construction of a medical staff building a gift 
of $150,000 has been presented to the’ Rhode Island Hospi- 
tal, Providence, R. I., by United States Senator Jesse H. 
Metcalf, according to announcement made at a recent 
meeting of the Rhode Island Medical Society. Senator 
Metcalf is chairman of the board of trustees of the hos- 
pital. 

The new building will be constructed on the grounds of 
the present hospital and while definite plans have not 
been completed it is stated that the structure probably 
will be three stories high and will be large enough to 
relieve the crowded living conditions now existing among 
the interns and visiting doctors. In the new building 
each intern will have a single room as well as access to 
other privileges. The building also will contain a library 
where the hospital doctors may hold their monthly meet- 
ings and conferences. 
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Gift Provides Fund for New 
Hospital Wing 


The late Charles A. Rowe, Jacksonville, Ill., bequeathed 
$200,000 to Passavant Memorial Hospital at Jacksonville, 
according to terms of his will. The money, to be used “as 
the trustees see fit,” will be expended for a new wing and 
improvements to the present building, officials announce. 

A sum of $60,000 also has been left to the hospital 
through the will of the late Thomas Tissington. This 
money has been left in a trust fund, interest only to be 
used, and probably will be added to the hospital’s endow- 
ment fund. 

H. J. Rodgers is president of the board of trustees of 
Passavant Memorial Hospital and Adeline M. Hughes, 
R.N., is superintendent. 


Administration Building Will House 
Hospital Staff 


Construction of a new administration building for the 
Boston State Hospital, Dorchester Center, has been 
started. It will be a three-story red brick structure 
trimmed with white cast stone and will cost about $180,- 
000. It will be ready for occupancy next Spring. 

The building will be complete as administration and 
living quarters for the staff and help of the hospital. 
The first floor will include a reception hall, offices for 
trustees, superintendents, clerks and the treasurer, an 
information room, library, reception and history room 
and a matron’s and dietitian’s rooms. On the second 
floor will be ten suites for the staff, each suite containing 
a living room, bedroom and bath. Two dining rooms are 
provided, one for the staff and one for the clerks. The 
third floor will contain fourteen bedrooms for other em- 
ployees with four suites, two on each end, for social serv- 
ice workers. The kitchen will be located in the basement 
and service lifts will carry the food to the second floor. 
A dining room for the help also is located in the base- 
ment as well as a pharmacy and record-storage vaults. 


Estate to Charity 


An estate of more than $3,000,000, a great part of 
which will go to charity, is left through the recent death 
of Mrs. Elizabeth Ottilie Meyer, widow of Peter H. Meyer, 
Manhattan, N. Y., Hospital Progress states. 

Under Mr. Meyer’s will $468,312 will be shared by the 
Home for the Aged, the Little Sisters of the Poor, and St. 
Agnes’ Hospital for Crippled Children. Another $468,312 
will be divided between St. Joseph’s Seminary and Ford- 
ham University. The will also included the following 
specific bequests: Seton Hall for Consumptives, the 
Roman Catholic Orphan Asylum, Mt. Sinai Hospital, New 
York Foundling Asylum, Servants for the Relief of In- 
curable Cancer and St. Vincent’s Hospital, each $25,000; 
United Catholic Works, $50,000; Home for Incurables, 


$20,000; St. Luke’s Hospital, $15,000; Roosevelt Hospital 
and New York Hospital, $10,000. 

By the will of Mrs. Meyer $60,000 additional is given 
to charity as follows: The Bide-a-Wee Home Association, 
Inc., The Ellin Prince Speyer Memorial Home, and the 
Lutheran Hospital of Manhattan, each $10,000; St. 
Joseph’s Home in Jersey City and the New York Society 
for the Relief of the Ruptured and Crippled, $15,000 each. 





Molly Stark Sanitarium 
Opened at Canton 


The Molly Stark Sanitarium, recently completed at a 
cost of approximately $1,000,000, was opened recently at 
Canton, Ohio. 

There are five buildings in the new hospital group, 
the main hospital, children’s hospital, nurses’ home, su- 
perintendents’ residence and power plant. The hospital 
is located several miles north of Louisville on the Canton- 
Alliance road. 

The tract of twenty-five acres upon which the hospital 
is built has been landscaped and planted in grass. A 
nursery where shrubbery and trees will be grown for 
transplanting on the landscaped area as needed will be 
established at the rear of the property. Wide concrete 
walks and drives connect all of the buildings. 

The entire institution has been constructed with the 
idea that the application of psychology in the treatment 
of tuberculosis is just as important as fresh air, sunshine 
and wholesome food, according to officials. As patients 
are admitted they are classified and assigned to quarters 
in accordance with the stage of the disease. Bedridden 
cases are sent to the upper floor and as improvement is 
noted they are transferred one floor lower until they 
reach the first floor which has been set aside for ambulant 
or semiambulant patients. 

Radio sets have been provided for each bed, with loud 
speakers installed in the wards and in the assembly room. 
The children’s building is constructed along the same 
lines as the main hospital, but on a reduced scale. The 
building is complete in itself, with kitchen, dining room 
and separate wards for the boys and girls. On the second 
floor is a large school or playroom which opens out on 
either side on open courts where the children may exer- 
cise and play. 

Taking the place of fire escapes, there are stair wells 
in both wings of the main hospital. These stairways are 
fireproof, protection being afforded by heavy steel doors 
opening off each floor. 


Firemen Give Money Toward 
Erection of Hospital 


The Exempt Firemen’s Association of New York City 
recently presented a gift of $50,000 to the Firemen’s 
Association of the State of New York to be used for the 
erection of a hospital at the State Firemen’s Home, Hud- 
son, N. Y. An additional gift of $40,000 has been 
promised for the fund by the Exempt Firemen, it is 
declared. 
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Silent, echo-less corridors 
Ceilings of Acousti-Celotex 
in the corridors of the 
Millard Fillmore Hospital, 
Buffalo, New York, subdue 
all disturbing sounds 
provide the peaceful quiet 
that aids convalescence. 
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How distressing noises 


are subdued... hushed... 
in the Millard Fillmore Hospital 
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blad, Superintendent of the Millard Fillmore pairing their sound-absorbing efficiency. 
Hospital in Buffalo, New York, “the length of Mail the coupon below for our folder, “Quiet 
corridors made the situation acute. The noise (fort in Hospitals,” containing further facts 
of conversation, moving equipment, rolling .., the absorption of disturbing noise in hos 
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Personals 





HELEN M._ BLAISDELL, assistant superintendent, 
Waltham Hospital, Waltham, Mass., has been elected su- 
perintendent of The Westerly Hospital, Westerly, R. I. 
She succeeds ETHEL M. DOHERTY, resigned. 


Dr. CHARLES E. WELLS, superintendent, Woonsocket 
Hospital, Woonsocket, R. I., has resigned. He is succeeded 
by RutTH E. GREGSON, superintendent of nurses at the 
hospital. Miss GREGSON will continue her work as di- 
rector of nurses in addition to the new duties of super- 
intendent. 


Dr. PETER JOHNSON, deputy medical superintendent at 
the Farm Colony, Seaview, Staten Island, N. Y., for a 
number of years, has been appointed superintendent of 
the Cumberland Hospital, Brooklyn. 


Dr. E. J. LEE, JR., has been appointed superintendent 
of the City Hospital, St. Louis, to succeed Dr. E. A. 
ScCHARFF, resigned. Doctor LEE was transferred from 
the City Sanitarium to his new position. 


Dr. WILLIAM A. STOKER, managing officer, Kankakee 
State Hospital, Kankakee, IIl., has resigned. 


Dr. R. E. MCPHAIL has been appointed superintendent 
of the Pierce County Tuberculosis Sanatorium, Tacoma, 
Washington, following the recent resignation of Dr. 
JAMES M. ODELL. 


LAURA MAY WRIGHT, superintendent, The Desert Sana- 
torium and Institute of Research, Tucson, Ariz., has re- 
signed. 


LELA GLASS, R.N., has been appointed superintendent 
of the Shawnee Municipal Hospital, Shawnee, Okla. She 
was formerly surgical supervisor at the same hospital. 


Dr. STEPHEN A. DouGLAS, formerly of Sunnyside Sana- 
torium, Oaklandon, Ind., has been appointed superin- 
tendent of the Valley View Sanatorium, Paterson, N. J. 


Dr. SIDNEY D. WILGUS, proprietor of a sanatorium in 
Rockford, Ill., has been appointed Illinois state alienist 
by Governor Emmerson. Doctor WILGUS., who was for- 
merly superintendent of the state hospitals at. Elgin and 
Kankakee, succeeds Dr. ALEXANDER S. HERSHFIELD, Chi- 
cago. 


Dr. C. H. DIEHL has resigned as superintendent of 
Lincoln State School and Colony, Lincoln, III. 


JOHN S. MCCONNELL, Elverson, Pa., has been appointed 
superintendent of the North Hudson Hospital, Union 
City, N. J. Mr. McCoNNELL, who succeeds KARL L. VAN 
SLYKE, resigned, was formerly superintendent of the 
Temple University Hospitals, Philadelphia, and was as- 
sociated with the Sibley Memorial Hospital, Washington, 
D. C., for twenty years. 


EMMA M. STOLL, formerly with the Wells County Hos- 
pital, Bluffton, Ind., is now superintendent of the Clay 
County Hospital, Brazil, Ind. 


A. G. STASEL is now superintendent of the Eitel Hos- 
pital, purchased last spring by the Nicollet Clinic of 
Minneapolis, of which Mr. STASEL is manager. 





Mary L. NIEs recently celebrated her twenty-fifth an- 
niversary as superintendent of the Frederick City Hos- 
pital, Frederick City, Mo. When she first took over her 
duties as head of the hospital in 1904 the institution 
had from two to ten patients. Now the hospital has 
accommodations for 125 patients and represents an in- 
vestment of about half a million dollars in buildings and 
equipment. 


Mrs. ELsiE R. GRAHAM, Richmond, Va., has been ap- 
pointed superintendent of the Lynchburg Hospital, Lynch- 
burg, Va. Prior to her appointment Mrs. GRAHAM had 
been doing special work for the state department of 
public welfare. She succeeds ALBERTA TERRELL, resigned. 


EpNA H. NELSON is now superintendent of Ryburn 
Memorial Hospital, Ottawa, Ill. Before accepting the 
superintendency Mrs. NELSON was superintendent of 
nurses at the Indiana Christian Hospital of Indianapolis, 
Ind. 


CAMILLA M. SONNEFELD, R.N., has been appointed 
superintendent of the Community Hospital, Geneva, Ohio. 
She succeeds L. E. BIEGLER, R.N., resigned. 


DAVIS BARKLEY has been appointed superintendent of 
the Larimer County Hospital, Fort Collins, Colo. He 
succeeds WALTER G. CHRISTIE, who has been appointed 
superintendent of the Presbyterian Hospital of Colorado, 
Denver. 


LILLIAN FRASER has become superintendent of the Fen- 
way Hospital, Boston. 


Dr. J. C. STEWART has become managing officer of the 
Alton State Hospital, Alton, IIl., succeeding Dr. J. H. 
ELLINGSWORTH. Doctor STEWART has been engaged in 
private practice at Anna, IIl., for many years. 


FRED R. FLEMING, superintendent of the Chippewa 
County Memorial Hospital, Sault Ste. Marie, Mich., has 
resigned. Mr. FLEMING first served as superintendent of 
the old memorial hospital in 1916. With the removal to 
the new quarters in 1916 he continued in the administra- 
tive office. 


JESSIE D. Scott has been appointed to the superin- 
tendency of the Baby Hospital Association of Alameda 
County, Oakland, Calif. She was formerly connected with 
the Harper Hospital, Detroit. 


HAZEL M. GOSNELL has become acting superintendent 
of the Albert Lindley Lee Memorial Hospital, Fulton, 
N. Y., during the indefinite leave of absence of ANNA B. 
CULKINS. 


FLORENCE E. EVANS has been reappointed superin- 
tendent of Fair View Sanatorium for Tuberculosis, New 
Lisbon, N. J. She was in charge of the Burlington 
County Preventorium summer seasons for six years be- 
fore returning to the institution with which she was 
formerly affiliated. 


Dr. MARY WHITTAKER is superintendent of Grace Hos- 
pital, Winnipeg, Canada. 
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CORRIDOR 


PACK ROOM 


SUGGESTED ARRANGEMENT 
OF A HYDROTHERAPEUTIC DEPARTMENT 


Today, most hospital officials know Hydrotherapy’s great benefits to nerv- 
ous ailments. Athletic clubs are also increasing their revenue by the use 


of Hydrotherapeutic treatments. 
But it must be planned with great care . . . preferably by specialists. 


Above is shown a carefully thought-out plan for a Hospital or Sanitarium 
Hydrotherapeutic department. This Douche Room has been so arranged 
that one attendant controls every fixture and can observe all patients from 


his central station. 

Other plans may be worked out for varying needs and conditions. 
Almost from the first, Clow has been a supporter of Hydrotherapy... 
actually having designed a number of the well-known fixtures of today. 
Clow Hydrotherapeutic fixtures are used in Canada, South America, and 
other countries in addition to the United States. 


For over half a century Clow has meant the best in Plumbing. 


JAMES B. CLOW & SONS, 201-299 NORTH TALMAN AVE., CHICAGO 


Sales offices in principal cities 


PREFERRED FOR EXACTING PLUMBING SINCE 1878 





THE MODERN HOSPITAL 


Vol. XXXITI, No. 5 


" LO) Kia 


Se SS SS er AA | 
tere van on eee anes a vere vee on ver orn 


NURSING AND THE HOSPITAL 


Conducted by M. HELENA McMi.tan, R.N., 


Director, School of Nursing, Presbyterian Hospital, Chicago 


MITTIPTITIT 


Is the Use of Graduate Nurses for 
Floor Duty Justified? 


By ANNA D. WOLF, M.A., R.N. 


Superintendent of Nurses, 


graduate nurses for floor duty in hospitals? Whose 

point of view should be the one justified, that of 
the hospital administrator, that of the director of a school 
of nursing or that of the graduate nurse herself, not to 
mention that of the student who may be definitely affected 
by the employment of graduates in the hospital or that 
of the clinician and his patient for whom the service is 
required? 

For the hospital administrator whose chief duty it is 
to produce an efficient nursing service at as low a cost 
as possible, it is probable that the economics of the situ- 
ation will be the important consideration and the 
same perhaps may be said of the clinician. The first task, 
however, of the person responsible for a school of nursing 
and for a nursing service as well should be to promote a 
good school and a good service all the time, considering 
the economics problem in its relation to the other many 
problems of the school. 

In studying the problem from the viewpoint of the 
nursing educator and administrator, the following facts 
may be pertinent. Of the list of 6,852 hospitals published 
in the 1929 report of the American Medical Association, 
2,173 had schools of nursing. These hospitals are of all 
types: general and special; small, medium and large; 
under public, private and religious control; affiliated with 
or integral parts of educational organizations. The two 
factors that these 2,173 varied hospitals have in common 
are: (1) They are functioning for the care of the sick 
and (2) they are functioning for the education of nurses. 
The need for promoting the best type of service for the 
patients in these 2,173 hospitals is not open to question, 
but the organization of schools of nursing in all of them 
is. Are these hospitals justified in attracting young 
women as students and offering them, in the name of 
education, work and service, immeasurably necessary but 
in many instances scarcely worthy of that name? 

Recently there came to my office a young woman apply- 
ing for a position as a general duty nurse. Her written 
application informed me that she was a graduate of a 


W enact is the justification for the employment of 


*Read at the district meeting of the Nebraska State Nurses Asso- 
ciation, Omaha. 


University Clinics, University of Chicago 


certain school registered in her state and that for four 
months following the three-year course of study she had 
pursued a graduate course in obstetrics in a well known 
special hospital. She was a high-school graduate and 
from the records of her work had proved herself to be a 
conscientious and devoted worker. Not being’ familiar 
with the school from which she was graduated I attempted 
to secure information about it. Although it was listed 
among the schools of nursing accredited by the state 
board of nurse examiners as published by the American 
Nurses Association, no information concerning its size, 
its requirements, types of patients, number of students 
or its faculty was available in that publication. Turning 
to the list of the American Medical Association, I found 
it to be a school organized in a hospital of forty-five beds 
with no specified number of bassinets. In talking with 
this young graduate I elicited the information that the 
hospital had about five obstetrical beds and very little 
medical work, that there was no segregation of patients 
and that the students were given three months’ affiliation 
at a nearby hospital for children’s work. At the time she 
was in the school she reported that there were about 
eighteen students. I realize that I do not have the facts 
relative to this particular school from its own records 
but the story I believe is true in general. Although it 
represents perhaps an extreme condition, it does illus- 
trate a situation to be found in many of our schools of 
nursing to a greater or lesser degree. 

Students are exploited by hospitals to care for the sick, 
irrespective of the facilities for clinical teaching that are 
available. It is on this first score that I justify the em- 
ployment of graduate nurses and a supplementary staff 
for the care of patients in hospitals. It may be said that 
this fact is one that has been known for many years, and 
there are those who may feel that such a condition has 
been rectified by better affiliation, by securing more stu 
dents, by employing some maids and, perhaps, by appoint- 
ing to the staff a few graduate nurses. It behooves eac! 
of us to study the condition in our own hospital further 
to see whether or not we have entirely eliminated thi 
evident use of our students. Of the necessity of studen 
practice there is no doubt, but it should come within 
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Radiograph of the tibia of a 
rachitic albino rat showing 
the wide zone of decalcifica- 
tion, the so-called rachitic met- 
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The same bone eight days later 
showing the beginning of the 
curative process. Note the de- 
position of calcium in the pro 

















RESEARCH PROVES ANTI-RACHITIC 
PROPERTIES OF COCOMALT 
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This radiograph was taken at 
the termination of the experi- 
ment in the ninth week. Recal- 
cification is complete and the 
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aphysis. From this point on, a 
fraction of a gram of COCO- 
MALT was fed daily in ad- 
dition to the basal rickets- 
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7 After many months of research by prominent authorities in the field of nutritional chemistry we are 
gratified to prove that Cocomalt, in addition to its many other attributes, contains vitamin D, the anti- 
4 rachitic vitamin which promotes normal ossification in bones and teeth. Without this vitamin or ultra- 
= violet light, calcium and phosphorus deposition cannot occur, with the result that rickets develop. In 
ve addition, laboratory tests show that Cocomalt contains Vitamins A and B. Comparative tests also 
revealed the fact that Cocomalt contains, gram for gram, about the same amount of the vitamin B com- 
“ plex as raw whole wheat. 

= Cocomalt is not a medicine. It is a nourishing, easily digestible, natural food with a delicious 
chocolate flavor. Physicians who experience difficulty in persuading patients to drink milk will find 
: Cocomalt palatable and invaluable. 

“ Cocomalt increases the caloric value of milk 70°:. For that reason alone it is useful in diets of 
, convalescents when the physician wishes to build up body weight as rapidly as possible. Served with 
| milk, Cocomalt makes an excellent supplement to the average dietary, adding proteins of the highest 
: biological quality, mineral elements (especially calcium and phosphorus) in the proper proportions and 
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vitamins A, B (complex) and D. 
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definitely balanced program correlated to the general 
scheme of the curriculum and not planned as a service of 
which the main object is giving the patients and the hos- 
pital necessary care. Only recently an influential lay 
woman who is greatly interested in nursing service and 
nursing education told me that a certain splendid director 
of a nursing school was being criticized by the clinical 
staff of the hospital because she thought too much of the 
kind of clinical service the student was receiving and had 
spoken of the hospital as a laboratory for her students! 
It is a blessing for nurses that there are such directors 
who give such timely consideration to the promotion of 
the students’ practice nursing program. If there were 
more of this type, situations such as those to which I have 
referred would not exist. 


Hospitals Cannot Afford Faculties 


Another point that should be given serious attention is 
the fact that many hospitals that are conducting schools 
can neither afford nor secure a well qualified faculty to 
teach their students. The word “school” presupposes a 
teaching force. The word “hospital” brings to our minds 
a group of able clinicians, executives, managers and 
workers (usually students) interested particularly in the 
welfare of patients. If a school is a well organized edu- 
cational institution funds are necessary for its promotion. 
In other types of schools it is a known fact that students’ 
tuition does not pay for the actual cost of their educa- 
tion. In schools of nursing, however, not only do the 
students pay for their tuition but they carry the burden 
of a heavy nursing and housekeeping load besides. 

Patients cannot and should not in many cases bear the 
whole burden of the cost for their nursing care. Further- 
more, patients would not be willing to carry the burden 
of a school nor should they have to. A graduate service 
costs money, but a school of nursing planned as a true 
educational organization costs more, if it is conducted 
along the lines of present day advances in education 
which nursing must follow if it is to retain its high type 
of students and to progress in the ranks of the profes- 
sions. Either a hospital should endeavor to secure funds 
in order to employ nurses to care for its patients or else 
it should charge patients according to the actual serv- 
ices they receive. If a nursing school is organized its 
board of directors should depend for its maintenance 
upon funds secured as endowment as well as upon tuition 
fees from students, and it cannot be justified in carrying 
on its work at the expense of student service. 

An employed graduate staff stabilizes the nursing serv- 
ice. The student must move from one type of service to 
another to secure her best preparation, but an employed 
graduate may remain any given length of time in one 
department and by so doing give more efficient service. 
If she is a young woman of ability she is a splendid 
example to the students and an assistant to the head 
nurse. She can assume larger responsibilities because of 
her attainments and, hence, she becomes a very depend- 
able member of the staff. As related to the nursing 
service of a hospital, the graduate staff should be con- 
sidered the permanent group and the student service as 
supplementary to the graduate group. 

Contrary to the criticism that is frequently heard, 
better nursing is done by a well selected graduate staff 
than by students. If graduate nurses do not give a good 
service it generally means that they were poor students 
or that they have lost their interest in nursing and should 
not be in the service. There are a number of nurses in 
the field now whom no person would want in any capacity. 
Unfortunately they are representing our profession, and 
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some of them drift into general duty. Such types of 
nurses in hospital service or any other kind of nursing 
work would be a menace to the profession. But the young 
graduate who has made a good record in her school wil] 
be an addition to the staff. She will gain much needed 
clinical experience and thereby will be better prepared 
for activities in which she will have more independence 
and less supervision. The older graduate who comes with 
experience from the field contributes much. Her attitude 
to the patient is quite different from that of a student. 
She is less timid, she is more poised and she is better able 
to cope with situations. In fact, her very experience 
makes her of greater value to the organization. For the 
sake of the patients, responsibilities often relegated to the 
students should be given to graduates. 

In carrying out a proposed curriculum the administra- 
tor of a nursing school can justify the payment of a 
graduate staff and a supplementary staff on the basis of 
important curricular needs. The nursing practice of 
students can follow a definite schedule and a closer cor- 
relation with the theory of the subject can be developed. 
A well ba:anced practice program is just as essential for 
every student nurse as an equalized theoretical program. 
The constant complaint from doctors and nurses that 
arrangements for classes cause difficult situations in car- 
ing for patients would be greatly lessened if a graduate 
staff were employed and the students’ service not entirely 
depended upon for the patients’ care. Long periods of 
night duty, at times excessive for students, that make a 
constructive educational program impossible can be com- 
petently handled by graduate nurses. Many housekeep- 
ing duties and activities of the elementary nursing type 
lose all educational value when repeated frequently by 
student nurses. These include those services that call for 
a maid or an attendant rather than a graduate nurse or 
a student nurse. Excellent discussions of these points 
are presented in the Rockefeller Report concerning nurs- 
ing service and more recently in articles published in 
nursing journals as well as in the immediate studies of 
the Committee on the Grading of Nursing Schools. 


Responsibilities Toward Graduates 


At this point it may be well to refer to the figures that 
are available relative to the output of graduates from the 
schools of nursing, and to the pertinence of these facts 
as brought out by the grading committee reports. Each 
year we have literally thousands of graduates. We know 
these young women must have work. We know we must 
improve the educational requirements and contents of 
courses in nursing. We know how few of these graduates 
are high-school graduates. We know we are exploiting 
them for service during this training. We must answer 
these questions honestly for the student: 

Are we admitting students irrespective of their abilities 
to care for the sick in hospitals? 

Are we depending upon them wholly for the nursing 
and household work of the hospital? 

Are we placing too great responsibilities and burdens 
upon young students? 

Does the hospital offer sufficient clinical material so 
that well organized nursing practice can be planned and 
administered? 

Has the hospital or the school sufficient funds to employ 
well qualified instructors and teachers and to supply ade- 
quate facilities for teaching? 

Are our students prepared to meet their nursing obliga- 
tions in the community when they leave us as graduates’ 

In the answers to these pertinent questions will we 
justify the employment of a graduate nursing staff? 
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For your greater convenience— 
ZINC OXIDE 


ADHESIVE PLASTER 


WHITE OR FLESH COLOR 


is available for use with the SR Hospital Dispensing Rack 


This improved dispensing rack represents the acme of sturdi- 
ness and simplicity—convenient, economical, sanitary. The 
plaster is of utmost quality and is available in twelve-inch, 
ten-yard spools, without crinoline, ready-cut to all convenient 
widths. The individual units are demountable so any desired 
combination of cuts can be readily assembled. 


Among the representative users are the following: St. Luke’s 
Hospital, Roosevelt Hospital, New York Hospital, Brooklyn 
Hospital, Long Island College Hospital, Jewish Hospital, Pennsyl- 
vania Hospital, Robert Packer Hospital, Redding Hospital, Buffalo 
General Hospital, New Haven Hospital, Grace Hospital, St. 
Raphael’s Hospital, Cleveland City Hospital, Indianapolis City 
Hospital and many others equally important. 


May we send you a trial roll? 


THE SEAMLESS RUBBER COMPANY 
_ NEW HAVEN, CONN,, U. S. A. 


Makers of fine rubber goods for over fifty years 
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DIETETICS AND INSTITUTIONAL 
FOOD SERVICE 


Conducted by ANNA E. BoLLer, Central Free Dispensary at Rush Medical College, Chicago 
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Points That Are Often Overlooked 
in Planning the Hospital Kitchen 


By OWEN T. WEBBER 


Chicago 


throughout the country and as a result many im- 

provements in building layout and design and also 
in the arrangement of internal departments and fitments 
may be expected during the next few years. One depart- 
ment in particular that will necessarily receive much 
study in the future is that from which food is distributed 
throughout the hospital. 

It is extremely difficult to find any two persons who 
are agreed upon a mode of procedure in planning a 
kitchen and routing the food. Many important factors 
that should be taken into consideration are too often over- 
looked. No well rounded scheme can be evolved or a 
workable solution of the problem reached without consid- 
erable study. In my work I have found it sound practice 
to draw up a preliminary schedule, locating the depart- 
ments from a standpoint of economical operation, and 
then to retrace my steps and fill in the details. It is not 
advisable to deal in generalities. An absolute method of 
operation should be decided upon by the person making 
the kitchen layout, and this should be written up in the 
form of a report so that the person or persons who may 
run this department when the hospital is completed may 
be made aware of the thought behind the design. 

The opportunity to advance comes only if we are pro- 
ductive of and willing to evolve better theories and have 
confidence enough to establish them in practice. As an 
example it may be pointed out that much of the progress 
that has taken place in food service in hotels during the 
last ten years has been because hotel operators as a whole 
have been alive to improvements and willing to discard 
absolete methods. 


A WAVE of hospital construction is now in progress 


Information Usually Biased 


Sources of information that are not biased are rare. 
For example, we may wonder which is the best fuel to 
use for cooking. We listen to representatives of the 
various utility companies each of whom maintains that 
his fuel is the best and supports the assertion with 
plausible data. It must be remembered, however, that 
the representatives have a living to make. We must, 
therefore, use our own judgment. A facility of the main 


diet kitchen should be equipment operated by various 
fuels from which the dietitian, by daily comparison, may 
learn the truth regarding shrinkage of meats, cleanliness, 
quality of cookery and fuel cost. 

For years the points for or against central tray service 
as against distribution by means of ward serving kitchens 
have been subject to controversy. When every point has 
been debated, it will be found that the place, the size and 
the type of the institution will decide the matter. In the 
past much that could have been taken care of in the ward 
serving kitchens has been added to the burden of the main 
diet kitchen. All diets that can be classified as regular or 
noncalculated modifications of the normal diet should pro- 
ceed from the ward serving kitchens for service, leaving 
only calculated diets to be served from the main diet 
kitchen. My experience leads me to state that in any 
ordinary situation, 80 per cent of all trays should be 
issued from the ward serving kitchens and 20 per cent 
only from the main diet kitchen. This practically resolves 
itself into the fact that the main diet kitchen should be 
classified as the metabolic kitchen. 


Distribution Methods Vary 


An examination of operative service for the main diet 
kitchen reveals a difference of opinion regarding the 
method of distribution to the patient. Institutions with 
a large nurses’ training group have the preparation work 
done by student nurses under the supervision of a dieti- 
tian. The finished materials are sent to the ward servic« 
units where the trays are set up and taken to the patient 
by student nurses. This is done with the thought of 
bringing about a personal contact of the student with the 
patient. From the standpoint of psychology this method 
is good, since the necessity of having to face the patient 
with the tray compels the nurses in training to serve 
food of which they can be measurably proud. From the 
standpoint of overhead, however, this method is expensive 
and many authorities believe that a well organized stu- 
dent group inspired by proper leadership and provided 
with adequate working facilities can prepare and send 
the trays complete from the main diet kitchen by means 
of dumb-waiters, thus eliminating this phase of persona! 
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REMOVES EVERY 
TRACE OF ODOR 
FROM 


MALIGNANT CASES 


So completely does The CLARITOR end odors that 
the presence of malignant cases can no longer be 
detected in the hospital. 


The CLARITOR makes it easy to provide whole- 
some and pleasant air conditions in rooms or wards 
where cases such as gangrene, colostomy, cancer, 
burns, last stages of dropsy, etc., are treated. Portable 
... Sturdy .. . vibrationless... quiet. . . The 
CLARITOR is a self-contained electric unit. Any- 


one can operate it. 


The CLARITOR is simply hooked on the frame of 
the bed. The electric cord is connected and the 
flexible, sanitary rubber tube placed under the bed- 
clothes near the source of odors. Instantly, al! odors 
are drawn into The CLARITOR, where they are 
absolutely clarified. The untainted, odorless air is 
then again returned to the room. 


The CLARITOR can be used 24 hours at one 


The 


CLARITORL 


bedside, or carried from room to room as required. It 
can also be used in connection with the bedpan to 
clarify elimination odors. 


There is nothing to wear out, adjust or replace. No 
chemicals—no deodorants of any kind are used. The 
CLARITOR is based upon a simple and scientific 
principle of odor clarification. It is built for years of 
uninterrupted service. Many are already in constant 
use in a number of the nation’s leading hospitals 


Mail the coupon for complete information, today, or 
phone the nearest Colson store. No obligation. 
THE DOMESTIC ELECTRIC COMPANY 
7209-25 St. Clair Avenue, N. FE., Cleveland, Ohio 
Associate Distributors: 
THE COLSON STORES COMPANY 
New York City Buffalo Chicago Cincinnati 


Los Angeles Detroit Boston Cleveland 
Philadelphia Pittsburgh Baltimore St. Louis 
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COUPON 


Please send me complete descriptive literature on 


the uses of The CLARITOR. 
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contact with the patient and materially reducing over- 
head. 

The years in which dietitians and their staffs have had 
to work with indifferent equipment, more often than not 
poorly laid out and designed, perhaps account for the 
great need of improvement in the condition of the food 
when it reaches the patient. I feel this to be a fact inas- 
much as I have watched various groups at work in their 
old plants and have noticed that when they move into 
new quarters where they have every facility, there has 
been no perceptible improvement in the quality of the 
food. 

Food depreciates rapidly after preparation and it is 
not necessary to cook short orders such as chops or steaks 
several hours before meal time. It is not feasible to sup- 
pose that short-order service, such as hot cakes, waffles, 
eggs and bacon for the doctors, interns, nurses and grad- 
uate nurses, can be cooked in the main kitchen, trans- 
ported long distances to serving pantries and still be in 
good condition. All serving pantries catering to these 
workers should be equipped with adequate short-order 
cooking apparatus. This fact is proved again in the hotel 
field where it is well known that hotels successfully cater- 
ing to banquet service make provision for cooking the 
fried, roast and broiled meats in a room immediately 
adjacent to the banquet hall. 

Possibly one of the most poorly prepared items in any 
hospital is the coffee, the making of which is a very im- 
portant task. In buying the coffee urns the dietitian in 
charge is confronted with many types of urns constructed 
of various materials. Since every material has its limita- 
tions, the use of misapplied materials can be attributed 
to the manufacturer rather than the user. Because coffee 
depreciates when in contact with certain metals, the 
equipment for its preparation should be carefully de- 
signed with a view to eliminating, as far as possible, 
metallic contamination. Metal liners certainly should 
never be used, and the draw-off pipe or crosspiece that 
connects the tailpiece of the liner to the tailpiece of the 
faucet should be block tin lined or, better still, it should 
be made of glass. 


Urns Need Careful Washing 


The coffee urns, however well made, will become foul 
unless after each meal the liner, faucets and the connect- 
ing pipes are washed with soda and water. The faucets 
and hinged covers must then be left open so that fresh 
air can circulate through them. It is a common practice 
to provide a hot water supply to the water boiler of coffee 
urns because a batch of coffee can be made in a shorter 
space of time than if cold water enters the boiler. How- 
ever, the circulating hot water in any hospital will be 
found to be flat since this water is heated in the basement 
and often must traverse a complicated system of piping 
in various stages of depreciation. Good coffee demands 
boiling water made from fresh, cold water, and good 
beans, fresh ground, to proper grade. An attachment 
that is now available consists of a heated container dis- 
pensing a certain amount of coffee extract through the 
same faucet which discharges from the ordinary hot 
water urn. Although this system is in an elementary 
stage at present, it has possibilities. 

It is advisable in awarding a contract for kitchen 
equipment to stipulate that all items of equipment other 
than standard machinery, such as ranges, dishwashers, 
mixers and similar equipment shall be drawn up in detail 
to a half or three-quarter inch scale. This is frequently 
not done and the dietitian then has no opportunity to 
study the internal arrangement of the various fixtures 
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with a view toward utilizing to the best advantage the 
available space and toward checking the required 
capacities. 

Some items of kitchen equipment are subject to more 
severe usage than others. For this reason more attention 
should be paid to the material from which they are to be 
constructed. Because of the pounding of the baskets, the 
action of the sprays, the accumulation of possible lime 
and the sometimes indifferent washing powder used, the 
dishwasher certainly has more to withstand than the 
soiled and clean dish tables. It is advisable, therefore, 
to purchase dishwashers constructed of noncorrosive 
metal which withstands abuse more easily then galvan- 
ized iron. 

Possibly the weakest spot in any range, irrespective of 
make, is the high shelf in the rear which, despite the 
fact that it is subject to considerable battering from the 
utensils that ply to and fro on top of the range, is more 
often than not constructed of twenty-two-gauge black iron 
without stiffening uprights or brackets of any conse- 
quence. As a result, in a short time it becomes sagged 
and dented and gives a disheveled appearance to the 
entire battery of ranges. It has, therefore, been my 
practice to specify that all high shelves be constructed 
of a noncorrosive polished metal of not less than eighteen- 
gauge, with the shelf proper well braced and bracketed. 
Happily, I have found most range manufacturers willing, 
for a reasonable advance in price, to supply their stand- 
ard equipment with this special type of high shelf. 


Secret Flue Is Advisable 


The usual gas range has in the rear a vertical flue, oval 
in section, which runs up at the rear of the range top, 
penetrating the canopy. This also is usually made of 
twenty-two-gauge black iron, and it, too, becomes greatly 
battered in a short time. For this reason I would rec- 
ommend to buyers of gas ranges that they specify what 
is known as a range with a secret flue which is brought 
down in the rear, all ranges being connected to one 
header underneath the level of the range top and carried 
up at one specified point. This imparts an unusually 
roomy and clean appearance to the top of the ranges. 

In providing space for the ranges in a kitchen, when 
the number required has been determined, it is advisable 
to provide at suitable intervals a series of spreader 
plates, each spreader plate being the exact size of a sec- 
tion of range. For example, the range adjacent to the 
broiler should have a half size spreader plate approxi- 
mately eighteen inches wide This provides enough room 
over the actual cooking top to keep the end of the broiler 
from being battered up by utensils on the range top. 
Furthermore, the space under the spreader is suitable for 
locating the gas stub in the floor. This should branch off 
in one direction to the broiler and in the other to the 
ranges. Sufficient room should be allowed for connec- 
tions and for a shut-off valve that can be reached and 
manipulated at a moment’s notice. In the center of the 
battery of ranges another spreader plate should also be 
located to provide a space for the insertion of another 
range at any time and to serve as a pull-off spot where 
pans of food may be kept reasonably warm after they 
have been cooked. The space underneath this spreader 
is also ideal for a garbage can on casters. 

Provision is rarely made in any kitchen to accommo- 
date towels. If wall space is not available for towel bars 
of three-fourths-inch metal pipes with suitable brackets, 
then towel racks should be constructed, these to consist 
of a rectangular pipe frame with four pipe legs mounted 
on casters, with a series of one-fourth-inch metal rods 
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A dollar is a dollar—but it can be stretched! The uniform durability of Pequot gives you a tremendous 


extension of your sheeting dollar. Pequot sheets wear longer—and that means fewer dollars 


for replacements. A bigger dollar's worth when you invest in Pequot! And all through 


the years, your Pequot sheets will be paying extra dividends of immaculate 
whiteness, smooth, fine texture, and luxurious comfort! Pequot sheets 
are now available with your name woven in. Send for details. 
Naumkeag Steam Cotton Co., Salem, Mass. Parker Wilder & Co., 
New York, Chicago, San Francisco and Boston: Selling Agents. 
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spaced about two inches on the centers in the frame. 
Here wet towels may be hung up to dry and the towel 
rack wheeled under a sink drain board or to some other 
suitable spot that is available in almost every department 
in any kitchen. 

Space does not permit my going deeply into the funda- 
mentals of kitchen design and theory of arrangement but 
I shall make a survey of many little things that help to 
make a complete kitchen and a successful installation. 
Inasmuch as the building of any hospital and the creation 
of any theory under consideration necessitates the use of 
blue prints, the dietitian and her department heads should 
familiarize themselves with blue prints and should not 
leave entirely to the judgment of the architect the funda- 
mental characteristics of that portion of the building in 
which the kitchen is housed. 


Plenty of Head Room Needed 


This is an age of specialists, and no one person can be 
expected to have a detailed knowledge of every branch 
and department that enter into the complete equipping of 
a hospital. For this reason, the architect at best can be 
but a referee. Often he fails to provide sufficient head 
room in the kitchen. Low head room in any kitchen will 
produce poor working conditions due to the rising warm 
and fetid air. The upper air content of many kitchens, 
therefore, may be classified as unwholesome. Let us 
assume that five feet and eight inches is the average 
height of a worker in a kitchen that has a ceiling height 
of eight and a half feet. Often the area of warm air 
extends down from the ceiling three feet, which means 
that the worker naturally breathes unsuitable atmosphere. 
If it is possible, the minimum height for head room in 
any kitchen should be twelve feet. 

All kitchens are associated with a network of ducts and 
pipes necessary to carry off the fumes from the various 
units: brine lines to supply refrigerators, vent pipes from 
sinks, hot and cold water supplies and electric conduits. 
These should be neatly arranged on the ceiling of the 
kitchen, or as many as possible on the floor below the 
kitchen. A drop ceiling should then be furred in so that 
the actual ceiling visible from the kitchen is free from 
ducts and pipes. The distance between this subceiling and 
the kitchen ceiling proper should be sufficient to permit 
repair men to enter this pipe space in an emergency. In 
specifying the head room in the kitchen the minimum of 
twelve feet is from the floor to the subceiling. 

The main kitchen of any hospital, of course, is under 
daily service so that it is impossible for the entire equip- 
ment to grow fully cold from one meal to the next. Asa 
result, it is not necessary for the kitchen to have as many 
radiators as a room of equal size in another part of ihe 
building would have. 

Insistence is a great winner, and frequently a more 
adaptable piece of space can be provided by the architect 
in drawing up the building plans if the dietitian who is 
consulted will insist on the necessary requirements. 

When it is possible, the height of window sills from the 
floor should be sufficient to ensure that they will be 
slightly above the splash backs to the sinks and the 
raised backs to the work tables, which are provided in 
ideal layouts. After all, happiness for the workers con- 
sists of atmosphere that means not only proper ventila- 
tion but a nameless something that makes one kitchen 
present a uniform orderly appearance conducive to good 
spirits and efficient work as against another that is 
ragged and scattered and depressing in its chaos. 

Floor drains are advocated by some authorities and 
condemned by others, since the function of the floor drain 
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depends upon the water seal in the trap. The presen 
of this water can be ensured only by deliberately filliig 
the traps or by frequent and copious washing of tie 
floors. Many institutions devote time to sweeping a 
rarely use the hose on the floors with the result that t 
floor drains become dry and the purpose of the wat. 
trap is frustrated. In such a case the floor drain becom: ; 
a menace inasmuch as sewer gases back up the soil lin: s 
and enter the kitchen. To eliminate this contingency, it 
possible for architects to design all floor drains on a sep.:.- 
rate soil line system. No floor drains should be permitted in 
any refrigerators. Gutters, however, should be provided 
under the coil tiers and the floor sloped slightly to thes: 
points so that in washing the floor and in defrosting t! 
coils, the liquid will run down these gutters through « 
simple bell trap and through a bleeder pipe or series of 
bleeder pipes. These should discharge over a floor drai: 
provided for this purpose. This permits proper cleansing 
of the walk-in refrigerators and drainage for the de- 
frosting moisture. At the same time it provides floor 
drains outside the refrigerators for flushing the kitchen 
and storeroom floors. 

Mats should be provided for all floors where the work- 
ers are busy for any long period, because any kitchen 
floor is hard to the foot and conveys a chill to the legs. 
These floors under certain conditions also become slippery. 
Mats of any width or length may be constructed, pre- 
ferably of maple, link type, so that they can be rolled up 
in sections and the floor swept and cleansed, the mats 
themselves being thoroughly washed from time to time. 

All service refrigerators of a sectional type—that is, a 
type that is not an integral part of the building—should 
be set on raised bases, either of tile or concrete, six inches 
high because when they are raised on legs they provide 
harboring places for refuse and vermin. All fixtures not 
mounted on raised bases—that is, all fixtures equipped 
with legs or standards—should be provided with ad- 
justers in the feet so that, in case of any unevenness in 
the floor, the equipment can be leveled and made rigid 
without the use of wood wedges or steel shims. 


Regular Inspection Important 


It is true that even small things cost money, but hap- 
piness for kitchen workers, a frame of mind that is neces- 
sary for the production of edible food, is largely produced 
by attention to small things. Nothing is more discon- 
certing than a sagging sink or a wabbling table. Any 
equipment, no matter how fine, requires attention from 
time to time, and it is advisable to inaugurate the system 
of going over all units at regular intervals, adjusting 
legs, tightening bolts and making minor repairs as they 
are needed instead of permitting an installation to become 
seriously run down before repairs are made. 

In specifying equipment the thought of standard sizes 
in height, length and width should be kept in mind. In 
this way clean aisles are provided as well as working 
tops that present true lines. Single sinks and two-com- 
partment sinks, other than pot sinks, can be twenty-four 
inches square, and all service refrigerators of two, four, 
six or eight doors can be constructed so that all doors are 
of the same size and the shelves uniform. These refrig- 
erators can also be of the same depth from back to front, 
providing for interchangeability and imparting uniformity 
to the room. When possible, it is advisable to purchase 
refrigerators with overhead coils or cooling units. These 
provide maximum circulation and ensure dryer ice boxes 
than would be the case with rear coils or cooling units. 

All of the foregoing points can be classified as minor 
points but they are worth careful consideration. 
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If you ask officials representing almost 150 success- 
fully financed hospitals throughout the United States, 
they will tell you, without a moment’s hesitation, 
and with real enthusiasm, to raise the funds you 


need for your hospital in a WARD, WELLS & 


DRESHMAN directed campaign. 


BECAUSE— 


that is the surest way to get all you ask and probably much more, 
at a cost that may not equal one year’s interest on borrowed 
money. 


BECAUSE— 


this firm originated and leads the world in the present widely- 
used plan of campaign for raising funds for hospitals. They have 
raised more money for hospitals in more hospital campaigns than 
any other firm or individual, past or present. 


BECAUSE— 


nothing counts so much as experience and theirs is the longest, 
greatest and most successful. Experience in money-raising is 
just as necessary as experience in surgery, and harder to find 


BECAUSE— 


a large fund-to-be-raised is a matter deserving your most careful 
consideration. Don’t make the mistake of placing its fate in the 
hands of any person without fullest experience and proven suc- 
cess. To do so is the easiest way to miss your goal from $100,000 
to $500,000 and that represents the price you pay for a cheap job. 


Ward, Wells & Dreshman Campaigns Usually Develop an 
Over Subscription Far in Excess of Campaign Expenses 


WARD, WELLS AND DRESHMAN 


475 Fifth Avenue 
New York City 






















































ITHIN the last decade the use of water softeners 

WW has spread with amazing rapidity among the more 

progressive hospitals. In all cases the institu- 
tions using this machinery agree that savings have re- 
sulted which pay for the original cost of the equipment 
within less than five years after installation. A recent 
analysis of the equipment installed in 255 new hospital 
buildings and additions shows that water softeners were 
installed in thirty-two, or 12.55 per cent of the total num- 
ber. The majority of these 255 projects were additions 
to hospitals already erected, which probably had water 
softeners already installed. 

The losses due to the use of hard water in hospitals 
first became apparent in the boiler room where the accum- 
ulation of scale has always caused trouble. The hospital 
superintendent was faced with this dilemma when using 
hard water: if he permitted the scale to accumulate in 
the boiler, his fuel costs mounted; if he removed the scale 
after it had formed, his maintenance costs mounted. 

The first attempts to cope with this situation resulted 
in the use of the so-called boiler compounds but always 
after the hard water had entered the boiler. One method 
was to coat the interior of the boiler with a lubricant 
which prevented the scale from adhering too closely. An- 
other method was the use of a compound which converted 
all salts in the water to a nonadhering softer type. If 
only the boiler suffered from the use of hard water these 
remedies might be considered successful, but hard water 
also causes scale in water lines and plumbing, has many 
drawbacks for use in laundering hospital linen including 
the greater quantities of soap required and is also detri- 
mental to the most efficient use of water in the kitchen 
for cooking and washing purposes. 


Removing Hardness From Water 


It, therefore, became necessary to discover a method 
of removing hardness from: water. ‘But what is “hard- 
ness” and how can it be removed ? 

“Hardness” in water is due to its mineral content, usu- 
ally salts of calcium and magnesium. A degree of hard- 
ness has been defined as equal to one grain of calcium 
carbonate per U. S. gallon of water. This is based on 
the fact that the following elements will use as much 
soap as will 100 grains of calcium carbonate: 111 grains 
of calcium chlorid, 136 grains of calcium sulphate, 84 
grains of magnesium carbonate, 94 grains of magnesium 
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chlorid, and 119 grains of magnesium su!phate. After 
analysis of a specimen of water, it is comparatively easy 
for a chemist to compute with accuracy the number of 
degrees of hardness in the water. For practical purposes, 
water of six degrees of hardness or less may be consid- 
ered soft water; water of from six to twelve degrees of 
hardness, moderately hard and water of more than twelve 
degrees of hardness, hard water. 


Softener Saves Soap 


The department of chemical engineering of the Laun- 
dryowners’ National Association, after careful research, 
has stated that a maximum hardness of six degrees should 
be present in water before the need of a water softener 
is indicated solely from the viewpoint of the saving in 
soap which can be effected by the use of a water softener. 
As we shall see later, however, hospitals for various rea- 
sons may wish to use a water softener when their water 
supply contains less than six degrees of hardness. 

Water softeners remove the hardness from water by 
a process of filtration in which the hard bases are ex- 
changed for soft bases. The minerals used are zeolites, 
which are hydrous alumino or ferro silicates carrying 
the associated bases, sodium or potassium, in loose com- 
bination. They are analogous in composition to feldspar. 
The mineral is not always referred to as zeolite because 
each manufacturer of a water softener has his own trade 
name for his softening substance. 

Raw water passed through a filter bed of zeolite mate- 
rial, emerges soft because all of its salts have been con- 
verted into sodium salts by exchange. It is obvious that 
this process eventually exhausts the sodium or potassium 
bases in the bed. It is then necessary to treat the bed 
with a saturated solution of sodium chlorid, and to 
wash out the effluent containing the “hard” bases. Thus 
the softener is continually recharged or regenerated. By 
this process water is softened to zero hardness, with 
many advantages for use in several departments of the 
hospital. 

Perhaps the chief advantage of soft water is in the 
boiler room. As noted before scale in boiler and boiler 
tubes is expensive. Scale one-sixteenth of an inch thick 
is estimated to cause a loss of fuel efficiency varying from 
10.8 per cent to 12.6 per cent, no matter what fuel is used. 
The insulation caused by the constant accumulation of 
scale on the inside necessitates the use of additional 
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Hospital Dietitians 
throughout the coun- 
try are welcoming this 
new, economical and 
labor saving method 
of assuring fresh veg 
etables all year. 
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DIA-BISKIT 


A safe biscuit for the dia- 
betic. Composed of washed 
bran (which will pass the 
Lugol Solution test for 
starch) and 20% Agar-agar, 
used for binder and lubri- 
cant. Contains no food 
value and is not digested. 
Satisfies patients’ hunger 
and aids in evacuation. Used 
by L. A. County Hospital for 
over six years. Sample on 
request. 


HONEY-BRANNIES 


Act as a broom in the sys- 
tem. Consist of 85% coarse 
red bran to which is added 
pure orange honey for fia- 
vor and healing qualities, 
and 5% Agar-agar. Very 
valuable in treatment of 
chronic constipation. Sam- 
ple on request. 








Irresh Spinach 


and \omatoes 


ALL YEAR! 


without ~ ~ 
WASTE “ 
SPOILAGE “ 
WASHING 


3 


PREPARATION“ 


Dehydration at LOW HEAT 


makes this possible 


b * aaar mpegs Spinach and Vege- 
tized Tomatoes in powder form 
possess every virtue of the fresh, un- 
cooked sun-ripened vegetables— 
their vitamins, mineral salts, rough- 
age value, color and flavor. The ex- 
clusive Vegetization Process (under 
low temperatures at which active 
oxidation does not take place) re- 
moves the water from the vegetables 
without changing or destroying the 
original vegetable character.* 


Vegetized Spinach and Vegetized 
Tomatoes make sun-ripe uncooked 
vegetables available all year—elimi- 
nating the necessity of using unripe 
products from storage, or the can- 


ned vegetables. Important savings 
in waste, storage, spoilage, and time 
required for washing and preparing 
the vegetables, are effected. Prices 
of Vegetized Spinach and Tomatoes 
do not fluctuate with the seasons. 


Both Vegetized Spinach and Vege- 
tized Tomatoes in powder form are 
easily and quickly prepared into 
palatable purees, souffles, timbales 
and other dishes in accordance with 
diet requirements. 

* This has been proven by a series of 
authoritative feeding tests by a leading 
laboratory. A copy of the report will be 
Sent on request. 


HOSPITALS + + Write “vo business letterhead and we will 


send you generous trial tins of both Vege 


tized Spinach and Vegetized Tomato, with tested recipes. 


VEGETIZED FOODS, Inc. - Union Insurance Bldg., Los Angeles, Calif 




























Does 


COOKING ECONOMY 


Interest You? 


If you would like to decrease the 
cost of preparing baked foods for 
your institution’s table, fill out and 
mail the coupon which appears at the 
bottom of this advertisement. 


Without charge or obligation we 
will take pleasure in showing you 
how other hospitals are providing 
varied menus, suited to their special 
dietary requirements, in a way that 
keeps both food and labor costs down 
to figures which represent genuine 
economy. 


Is it not worth your while to get 
authentic information and figures on 
this important feature of hospital 
operation? 


FISH ROTARY OVEN COMPANY, 
Beloit, Wisconsin 





FISH ROTARY OVEN CO., 
Beloit, Wis. 


, , as - 
We are open to suggestions for baking foods f 
our table more economically. 
We have accommodations for 


do ii 
WwW w use a Bake 
eff io not "° — 


patients. 


r’s Oven. 
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quantities of fuel. With the use of zero water, for e. ery 
grain of hardness eliminated there is a net savin; of 
1 per cent in boiler operation. In larger hospital pl: nts, 
installation costs are roughly estimated at $5 per boiler 
horse power. It is not unusual for a softening plan: to 
pay not only the cost of its own operation but also the 
original installation cost in from two to three years 

A similar advantage occurs in the case of water lines 
and plumbing throughout the hospital. It is well known 
that the deposit of mineral salts on the inside of pipes 
has a corrosive action especially in return lines. In a 
three-inch pipe, the deposit has been known to reiuce 
the aperture to less than three-fourths of an inch. M»re- 
over, the salts deposit as grit in the stop valves and cause 
them to leak, due to abrasions of the valve seats. These 
salts also cause a red incrustation that is sometimes seen 
in toilets and wash bowls. 


Pipe Scale Adds Expense 






Similarly, scale in the heating pipes is expensive. Scale 
one-fiftieth of an inch thick means a heat loss of 5.4 per 
cent. That magnitude of heat loss equals a waste of 108 
pounds of coal out of every ton used. This fact alone 
should be sufficient to arouse the interest of every execu- 
tive. 

Soft water is advantageous not only in the boiler room, 
water lines and plumbing and heating pipes, but also in 
the laundry. The most direct advantage in laundry oper- 
ation is the saving of soap. The following figures show 
the waste of soap exacted by the use of hard water: 


Cost of destroyed 


Degree of Poundsof soapdestroyed soap at 10 cents 
hardness per 1,000 gallons of water per pound 
5 8.5 $0.85 
10 17.0 1.70 
15 25.5 2.50 
20 34.0 3.40 
25 42.5 4.25 
30 51.0 5.10 
35 59.5 5.95 
40 68.0 6.80 


Others estimate that the change from water having 
eight grains of hardness to zero water results in a sav- 
ing of soap consumption of from 30 to 40 per cent, and 
a decrease of from 75 to 80 per cent in soda consumption. 

The reason for this saving in soap is the fact that the 
salts in hard water cause the formation of curds or in- 
soluble compounds when they are brought in contact with 
soaps. This insoluble calcium soap gets into the texture 
of the fabric being washed and cannot be dissolved. Some 
of it may be beaten out during prolonged rinsing but 
much remains. It is for this reason that goods washei in 
hard water have a gray color, an unpleasant odor and a 
harsh feel. These conditions are more marked in woolen 
than in cotton goods. This deposition of foreign matter 
not only produces harshness but renders the thread less 
pliable and leads to a premature destruction of fabric and 
mounting costs of linen replacement. 

Soft water is also an advantage in the hospital kitchen 
Hard water destroys the natural color of vegetables and 
markedly decreases the much desired tenderness and cris)- 
ness of many fresh vegetables. Soft water reduces the 
time required for proper cooking. In the washing of dishes 
and pots, in the care of coffee urns and teakettles, a les- 
sened amount of soap is required and there is no need 
of scraping to remove the crusts formed on the inside 
of the containers. 


Among the many soft 


miscellaneous advantages of 


water, the most important is that it is much more desil- 
able for use in patients’ baths. 


Soft water leaves the 
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AUGHING eyes . . . ruddy cheeks 
. an eager appetite and . 
health! Happy? His face is wreathed 
in smiles and milk. He likes it. 


The Milk he thrives on is prepared to 
specification. Laws protect its purity 


and quality. Yet all milks are not 
alike. Conformity to legal standards 
does not make them so. 
Certified Holstein milk 
for anaemics, inspected 
Jersey milk for infants 
and blended pasteurized 
milk differ in character 
and correct dietetic use. 
Sources of supply and 
methods of preparation 





This Guarantee is 
Your Protection 


ALCOHOL as with MILK 


— Specification is Protection 


determine whether they are of superior 
or lesser grade. 

The same care taken in the selection 
and feeding of milk should be exercised 
in the purchase of alcohol. All alcohols, 
alike in chemical formula, are not 
alike in physical properties. Specify 
Rossville Grain Alcohol, made from 
grain only, for all sterilization and 
rubbing purposes. It is 
clear and sparkling—has 
no unpleasant odor, yel- 
low color or foreign taste. 
It is especially desirable 
because of permanency of 
character and preserva- 
tive qualities. Write for 
prices and information. 


ROSSVILLE COMMERCIAL ALCOHOL CORPORATION 


LAWRENCEBURG, INDIANA 


GRAYBAR BLDG., NEW YORK 


=] Rossyille 


Chicago, Philadelphia, Brooklyn, Detroit, Cleveland, Boston, Baltimore, St. Louis, 
HE SAIRIT = THE NATION Pittsburgh, Buffalo, San Francisco, Cincinnati, New Orleans, Kansas City, Mo. ; 
f soft Minneapolis, Louisville, Rochester, N. Y¥.; Grand Rapids, Mich. 
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RIDER-MORGAN 
PAT. APP. FOR 





THE KOMFO PAN | 


| Is the Most Comfortable Bed | 
Pan in the World | 


It never tips or spills contents. 

It is easy to handle and to slip into posi- 
tion. 

Made without a single crevice or corner. 

Easy to clean. 

Made from best imported enameled steel 











White or gray 


It is an ideal douche pan or urinal. 

Especially fitted for fracture cases or 
tubercular hips. 

Your patients will appreciate the easy, 
restful feeling. 










Manufactured only by 


P. L. RIDER CO. 


WORCESTER, MASS. | 





















How Would You Like to 
Cut Your Laundry Costs 


== as In Half? 


You can! Many superintendents 
have already discovered the way to 
do it. They have eliminated about 
half the equipment and expenses 
they formerly thought were neces- 
sary for laundry operation. And in 
addition to cutting actual laundry 
costs in half, they have reduced op- 
erating troubles and maintenance 
costs almost to zero. 





























How did they do it? By adopting 
the Gasway Cost-Minus Plan. Let us 
give you complete information. Write 
today. There is no obligation. 


Gasway 


CORPORATIO 


(Div. of Kellman Laundry Machinery 
Co.) 


4600 Palmer St., Chicago, III. 

































| 
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skin in better condition. An indirect advantage of laun- 
dering sheets in soft water is the fact that in cases of 
long continued confinement in bed, there is less likelihood 
of skin irritation which in extreme cases manifests itself 
in the form of bed sores, especially about the arms and 
elbows. Soft water also ensures cleaner sterilization in 
autoclaves and other sterilizers. 

Regeneration of the softening plant is not a compli- 
cated process. For a plant with a total capacity of 48,000 
gallons softening water of twenty-six grains of hardness, 
750 pounds of ordinary crushed salt are required each 
twenty-four hours. The salt remains in the softener for 
eight hours, after which it is washed out with water, car- 
rying with it the mineral matter collected. In smaller 
plants, the regeneration takes from twenty to thirty min- 
utes, and requires the attention of an operator for only 
half that time. 


Softening Plant Pays for Itself 


There is abundant evidence that a softening plant will 
pay for itself in less than five years in any hospital of 
100 beds or more operating its own steam and laundry 
plant. One institution reports its cost of operation as 
$1.25 per day for a 9,400 gallon plant the original cost 
of which was $3,500. Another hospital reports a cost of 
40 cents per day for an 18,000 gallon plant treating water 
9.5 grains hard, using an average of 6,000 gallons of 
water per day with complete regeneration (requiring 180 
pounds of rock salt) every sixth time and partial regen- 
eration (requiring ninety-five pounds of rock salt) the 
other five times. Still another institution reports as the 
result of installation of a water softener a total gross 
saving of $4,502.99 on soap, boiler compound and fuel 
oil. Deducting from this amount the cost of salt and 
water for backwashing, $445, there remains a net saving 
of $4,057.99 for a period of only six months. Savings in 
other institutions are comparable to these. 

Care and upkeep of the plant are not difficult. Reason- 
able precautions should be taken. A competent mechanic 
should carefully inspect the plant at frequent intervals. 
He should examine the valves especially, to see that there 
is no leakage. Large quantities of water are often run 
to the sewer because of leaky backwash valves. Each 
softener is provided with a set of operating instructions 
that should be carefully followed. Tanks and pipe work 
should be kept clean and well painted to prevent external 
erosion. The depth of zeolite should be checked occa- 
sionally, since some may be lost through the process of 
backwashing in regeneration. 


Water Condition Changes Frequently 


Constant attention is necessary to keep up with the 
changes in the state of hardness of the raw water which 
is passed through the softening plant. Condition of raw 
water changes frequently and rapidly due to natural 
causes. Floods, heavy rains, melting snow, all cause wide 
fluctuations in the quality of the raw water. These 
changing factors will also change the frequency of re- 
generation in the plant. It would be an excellent idea 
for the laboratory technician to analyze samples of the 
raw water fed to the softening plant at frequent inter- 
vals. For this same reason, the plan of partial regenera- 
tion each day combined with complete regeneration at 
stated intervals is considered the most practical one to 
follow. 

It is obvious that water softeners save money in hos- 
pitals. Lower maintenance costs for boilers, boiler tubes, 
water lines, plumbing; lower replacement costs of linen; 
lower costs of soap and soda in the laundry; lower cleans- 
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Cavity Illumination and Versatility 


PERAY Multibeam has always been 

known for the excellence of the 
cavity illumination it provides. The power- 
ful vertical beam (i.e. vertical in laparot- 
omy position) and the amplifying, shadow 
minimizing angular beams produce real 
deep cavity lighting not equaled by any 
other fixture. 


Operay has also been very favorably known 


pound tilting adjustments—a feature ex- 
clusively Operay. The searching, revealing 
white light of this superior fixture may 
now be projected into a cavity from any 
height and at any angle. 


In the smaller illustrations, Nos. 1 and 2 
show the revolving of the fixture at any 
height. Nos. 3 and 4 illustrate the new 
lateral-tilting feature. No. 5 shows the light 
lowered for vaginal position with the pro- 


vith the for its versatility—its adjustability and 

x which consequent competence in meeting any jector tilted in lengthwise fashion toward 
of er lighting problems encountered before or the operating field. 

weere during an operation. This great advantage ; 

ise wide ian oe te vate” bret sta d B By means of a single control handle all ad- 
These B y , justments can be instantly made byan atten- 

of A new universal joint permits all com- dant who is always outside the sterile field. 

ont idea 

; of the . ; 

t inter- Send for newly published pamphlet which 

-genera- describes all the advantages of Operay 


ation at 
one to 


man. OPERAY LABORATORIES 


_— SURGICAL ILLUMINATION EXCLUSIVELY 
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ing costs in the kitchen and, finally, lower fuel costs—-al] 
of these are proof positive that water softeners pay for 
themselves. In addition, there are the intangible but vita] 
factors connected with additional comfort to the pati nts 
through the service of better cooked and tastier fo:xds, 
through cleaner and more comfortable bed linens and 
through more comfortable bath water. For all of these 
reasons, water softeners have proved their value to for- 
ward looking hospital superintendents. 





Rapid Bench Type Potato Peeler 
Is Perfected 


A new bench type potato peeler has been developed to 
meet the requirements of kitchens for a small, low priced, 
rapid machine of sufficient capacity to handle from twelve 
to fifteen pounds of potatoes in less than two minutes 
and a bushel in less than ten minutes. 

The new model represents a pioneering achievement. 
While incorporating the fundamental design of larger 
peelers, it has several outstanding advantages that can be 
readily appreciated by the kitchener who is familiar with 
potato peeling machines. The simplicity of its design will 
also make it easy for the uninitiated to grasp the prin- 
ciples of mechanical peeling. The quality of work it pro- 
duces promises to establish a new conception of potato 
peeling throughout the kitchen field. 

Several of these small peelers were placed in kitchens 
throughout the country for the purpose of testing them 
% SO under actual working conditions, and the manner in which 

= | they proved themselves not only fulfilled the expectations 

of the manufacturers’ engineers, but they also amplified 

their tremendous possibilities from the standpoint of the 
| user. 

| Although the model has been primarily designed for 

peeling potatoes it has the faculty of being able to peel 





Built of the finest furniture steel obtain- 
able—electrically welded, guaranteed not 
to warp or come apart. 


Easy sliding drawers, guided by strong, 
heavy, steel tracks. 


Good lock, set in knob. 
Stedman Rubber Top—can be furnished 


in any of the Stedman colors. 


Substantial Bakelite Casters with brass 
bushings. 


Solid colors or wood grain finishes. All 
finishes made with many coats of lustrous, 
lasting enamels baked on. Will not chip 
or peel. Wood grain finishes are true, na- 
tural reproductions grained by hand. 


g In Plain Colors $22.50. In Wood Finishes, 
$26.00. 


WILL ROSS, INC. 


457-59 E. Water St. Milwaukee, Wis. 


‘\ SUPPLIES 


/ 19) 
HOSPITAL Nee elas SANISORB 
GARMENTS THE LOGICAL 
AND PAPERTRAY covers CELLULOSE, —_ 
ACCESSORIES AND NAPKINS ABSORBENT | / (x. 


’ Webi) 
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ONE of TWO DELIV- 
ERY ROOMS # this 
new hospital protected by 
the reliable Exide Emer- 
gency Lighting Batteries. 





Ve 


ONE of SEVEN OPER- 
ATING ROOMS 
guarded against normal 
electric power failure by 
Exide Batteries. 


NEW ST. VINCENT’S 
HOSPITAL, Jackson- 

ville, Florida, has in 
Exide Batteries depend- 

able safeguard against . 
sudden darkness.Gerald ¥ 
A. Barry, Chicago, 

Architect. 


THIS MAIN X-RAY ROOM, an important spot 
in this new hospital, bas all electric current guarded 
against failure. 


AuUTOMAT IC 


at. 





CONTROL and BATTERY ROOMS. Through the 
doorway may be seen a portion of the always-reliable 
60-cell Exide Battery. 


PROTECTION 


against sudden darkness 


This new hospital guarded against 


the danger of current failure by 


Exide Emergency Lighting Batteries 


DER brilliant lamps surgeons perform their deli- 

cate tasks... soft, shaded lights indicate exits and 
important rooms ... solitary bulbs illuminate the fire 
towers ... consider the consequences of sudden dark- 
ness in your hospital. Important lights must never fail 
... dangerous confusion might be the result. Architects 
and owners of the new St. Vincent’s Hospital in Jack- 
sonville chose reliable, automatic Exide Emergency 
Lighting Batteries to protect seven operating rooms, 
two delivery rooms and main X-ray room. 

Should the normal power fail, for any reason, impor- 
tant lights are switched to Exides . . . instantly and auto- 
matically ... without a hand touching a switch. And 
these dependable batteries are specially constructed to 
maintain illumination for a sufficient length of time... 
until normal power returns. Furthermore, the devices 


for controlling and keeping Exides in a charged condi- 
tion are simple and foolproof... a/so automatic... no 
expert electrical knowledge is required, your present 
staff can attend them easily. 

Forty-one years of battery-building experience stand 
behind the Exide Emergency Lighting Batteries. And 
in them these six important qualities have been com- 
bined: (1) moderate initial cost, (2) low operating 
cost, (3) absolute power dependability, (4) long life, 
(5) freedom from trouble, (6) automatic control. 

Write for full information on dependable Exides. If 
you wish, a representative can call and consult with 
you on any phase of emergency lighting for new or old 
buildings. This entails no obligations. Write today. 


Exide 


EMERGENCY LIGHTING 
BATTERIES 


THE ELECTRIC STORAGE BATTERY COMPANY, Philadelphia 


Exide Batteries of Canada, Limited, Toronto 
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nips, carrots, horse-radish and others which usually take 
much time and patience when done by hand. 


9 One of the most outstanding features of this peeler is 
R that it is a portable type of machine. It can be used as 
a bench or sink installation or it may be used on a pe:l- 


estal. When not in use it can be moved out of the way, 
thus effecting a saving of floor and sink space and at the 


Silver Service same time providing unimpeded working areas. The wa- 


| practically any vegetable requiring this operation—tu: 


Thorner’s Silver Service is made of 
18% Nickel Silver with a quadruple 
silver plate. Wears a lifetime. Re- 
placement through breakage is forever 
eliminated. It is never affected by 


wear or polishing. 


Illustration features Thorner’s Im- 
proved Three-Compartment Hot Water 
Plate. Tea Set is seamless with inside 
rounded bottom and reinforced band 
around top. Covered Soup Cup with 
Silver Soldered Handles. Sherbet Dish, 
Gravy Boat, Individual Napkin Ring 
and Tray Marker, Bud Vase, Salt and 
Pepper Shakers and Superior Grade 


Sectional Flatware. 


THORNER BROTHERS tertight construction of the peeler brings — ——_ 


high standard of sanitation in the kitchen. 
Importers and Manufacturers of Hospital and ing, soiled floors and the possibility of obnoxious odors 
Surgical Supplies have been eliminated by adequate safeguards incorporated 
in the design of the machine. It is remarkably quiet in 
135 Fifth Avenue | operation. The machine cut gears running in oil are con- 
NEW YORK CITY tained in a metal housing, and the ball bearing, waterproof 
and splashproof motor is directly connected to the drive 
shaft of the peeler by horizontal worm gear that ensures 
maximum quietness. 
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HE job of the ligature has just begun. The final success of 
your operation is contingent upon the strength, the steril- 
ity, the absorption qualities of that ligature. Therefore, it 
becomes imperative that you know the source of the ligatures 
you use. 
Armour’s Sterilized Surgical Catgut Ligatures, Plain, Chromic, 
/ and Iodized represent the best sheep gut, carefully selected from an 
A 





unlimited supply. The freshest material is picked and scrupulously 
cleaned. The gut is then split, the smooth side saved, the mesenteric 
portion discarded. This insures a string free from knots and weak 
spots, one that is absorbed uniformly by the tissues. 








The same careful supervision is exercised throughout the va- 
rious succeeding processes of cleaning, sterilizing, drying, and pol- 
ishing. Afterwards, samples from each batch are tested in the Bac- 
teriological Laboratory by scientists, who work absolutely inde- 
pendent of the manufacturing department. 







Precise manufacture predicated upon exact laboratory control 
has resulted in ligatures which have achieved an international repu- 
tation for quality. Hospitals throughout the world know Armour 
Ligatures as the finest produced. May we send you samples? 







The Armour Sterile Catgut Ligatures are supplied as follows: 
Plain and Chromic, boilable or non-boilable, iodized non-boilable, 
regular (60-inch) lengths, sizes 000, 00, 0, 1, 2, 3, and 4. 






Plain and Chromic, Boilable Emergency (20-inch) lengths, sizes 
000, 00, 0, 1, 2, 3, and 4. 


Whenever a case indicates the use of pituitary liquid, Supra- 
renalin Solution, or concentrated liver extract you will find the Ar- 
mour products equally dependable. 








ARMOUR 4x0 COMPANY 
Chicago 





























AND NAMEPLATES 
of QUALITY 


Choose your own design, or let us submit 
a design for your consideration. 

Write us your needs, give approximate 
size of tablet desired and the wording. 

You are assured of the best workmanship 
and the lowest price consistent with the high 
quality of service if you order your bronze 
tablets and name plates from 


UNITED STATES BRONZE SIGN CO. 
231-235 Centre St., New York City 
“Where the Best Costs Less” 














The Improved 


NURSES’ 
SIGNAL- PHONE 


72 new Nurses’ Signal- 
Phone provides, in addition 
to the customary features of 
door lamps, corridor lamps 
and signals at the nurses’ sta- 
tion, a unique telephonic con- 
tact between patient and nurse 
made possible by the super- 
sensitive Dictograph micro- 
phone and “soft speaker.” 


The operation of the system is 
extremely simple. To call the 
nurse, the patient presses a 
push button attached to rubber 
covered cord within convenient 
reach. Immediately a lamp 
signal is lighted over the door 
and an annunciator visual on 
the nurses’ Signal-Phone tells 
which patient is calling. In 
addition an audible signal is 
provided in the form of a 


j 


soft-toned buzzer. The nurse 
lifts the receiver on her Signal- 
Phone, raises the key under 
the signal, and speaks to the 
patient. 


In the patient's room, the 
nurse’s voice is heard from 
the “soft speaker,” as clearly 
as tho she were at the bedside. 
Conversational contact, with 
the Signal-Phone, is as effort- 
less as tho nurse and patient 
were together in the room. 


The nurse, knowing what is 
required, is saved the usual 
preliminary trip, and the pa- 
tient is served in couble-quick 
time. It is the most significant 
short-cut ever designed to sim- 
plify the communication prob- 
lem between nurse and patient. 


DICTOGRAPH 
PRODUCTS CO., Inc. 


220 West 42nd Street 
New York, N. Y. 
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The abrasive disc which provides the peeling action 
embodies the roll principle of design. Slight undulations 
in the disc cause a rise and fall action of the potatoes, 
and this feature keeps the tubers constantly tumbiing 
and turning—not swirling—so that all surfaces are 


| smoothly and evenly peeled but not overpeeled. The fluted 


hopper sides also play an important part in securing uni- 
form peeling. This type of hopper keeps the potatoes 
from getting jammed, a condition that causes flats and 
bruises, a major item of waste in mechanical peeling. 

In addition to the new model described here, its manu- 
facturers make peelers in two larger sizes. One model 


| has a capacity of from twenty to twenty-five pounds of 


potatoes in a minute and a half to two minutes; the other 
model will peel up to forty-five pounds of potatoes in 
less than two minutes. All these peelers have the ai- 


| vantage of a special peel trap, an exclusive device which 


removes all solids from the water, drained from the 
peeler. A screen strainer in a metal container catches 
all solid material passing from the peeling machine and 
permits only the water to pass off into the drain pipes. 
All three models and the peel trap are now on display 
throughout the country. 





Determining the Actual Life of 
the Institution’s Linens 


It is not the number of washings that linens have to 
undergo but rather the number of times that they are 
used that determines their actual life, Hotel Bulletin says. 


That there is deterioration of cloth from washing and 


| ironing is true but this is only one factor in determining 


the life of a piece of goods, it is pointed out. There must 
be some deterioration from wear in service. In addition 
to this there must be some damage done to articles in 
service. 

Why blame the washing process for everything that 
happens? A lot of damage can be done in the ironing 
process by careless persons. If some person puts the 
linen into a sheet and drags it over the floor, should the 
laundry be blamed for the damage done to the outer 
sheet? If the chute that passes to the laundry has a 
projecting nail or splinter, should the laundry have to 
take the blame? 

The ideal state of affairs, according to the Bulletin 


| would be for all laundry departments to have modern 


equipment, to use standard methods of production and to 
have a standard cost keeping system. Besides this it 
should be necessary to keep a record of how many times 
the various pieces of linen were used in service. 


The manager must remember that the life of the goods 
depends on its quality and its suitability for institutional 
use. He must see that the fabrics are given reasonably 
good treatment in service and that they are treated right 
in the laundry department. Efficiency has been empha- 
sized so much in the last few years that it has become 
almost an obsession. In some cases it has been admin- 
istered with too large a dosage with results that are not 
so good. Applied right, it helps; applied wrong, it hinders. 

Any good laundry engineer can provide a mechanically 
efficient plant. Scientific washing formulas can be secured. 
By means of time and motion directions the quickest way 
to do ironing may be put into effect. These steps make 
it possible for the workers to be efficient. The next step 
is to induce the workers to wish to be efficient. In some 
way the collective good will of the working force must 
be secured. 
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Fort SANDERS HOSPITAL 
KNOXVILLE, TENN. 






MIDLAND 


TILEOLEUM 


THE PERFECT CLEANSER 


for tile, marble and terrazzo is a penetrating, neutral 
liquid. Speedy and sure in its action it is the one efh- 
cient and economical cleanser. No powder or abra- 
sives. No acids or harmful ingredients to dim the 
lustre or mark the surface of tile or marble. After a 
thorough poultice and rinse with TILEOLEUM you 


will realize what it means to have these surfaces 


CLEAN. 
















BABEOLEUM 


The pure olive oil baby soap 











For the tender skin of the new born babe, Babeoleum soothes and 
cools as it cleans. The joy of nurse and quiet content of baby 
testify to its goodness. 









If you have not yet used the Midland Hospital Products for clean- 
liness and sanitation write to the home office. We will be glad to 
arrange demonstrations at your convenience, in your own 







quarters. 





MIDLAND GHEMICAL LABORATORIES, Inc. 
DUBUQUE, IOWA, U. S. A. 
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REDUCE THE 
COST OF 
CHINA 
REPLACEMENT 














gaa apa of considerable loss each 
year—leads many hospital superintendents to 
make their policy— 


“Serve it in Silver’ 


Silver does not crack, chip or break. It lasts for 
years. It holds heat. It “tones” up the tray. It 
adds an appetizing attraction that helps make the 
food more acceptable. Over a period of years, it 
pays for itself and saves money otherwise spent 
for replacement. It is a true economy. 


For these reasons, many hospitals use Benedict Inde- 
structo Silver. Indestructo is ideally suited to hospi- 
tal service. Its quality is reliable. Its plain surfaces 
are easy to keep clean. Its heavy silver plate can be 
counted upon to effect the true economy of long 
wear. Yet it is moderately priced because it is made 
in large quantities. Send for catalog 


A New-Comer 


Benedict Chromium Plate—with a brilliant, 
glass-hard surface, never tarnishes and 
never needs polishing. It keeps its bright, 
clean “newness” indefinitely. Write for 
catalog. 


BENEDICT MANUFACTURING CO. 
Dept. C, East Syracuse, N. Y. 


HEIN LEIOUCT 


INDESTRUCTO 


SMLVIEIR 
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New Combination X-Ray Table 
Features Safety Designs 


“New—but far more than just new,” is the way a 
recently perfected combination x-ray table is described 
by its manufacturers who point out that it is the culmin- 
ation of years of experiment and research. 


The fully equipped combination table is described as 
consisting essentially of a sturdy base which rigidly 
supports a strong table top of four points of suspension. 
It is of conventional height—thirty-two inches. Incorpor- 
ated in it are a perfectly counterbalanced bucky dia- 
phragm and a fluoroscopic carriage, both of which travel 
the full length of the table without interfering one with 
the other. This feature was made possible by a new 





design which adds to the safety of operation by eliminat- 
ing uncontrolled radiation and reducing the patient-film 
distance to a minimum. 

The shutter control is on the screen frame itself. It 
is conveniently accessible to the operator’s hand and 
does away with control levers that protrude beyond the 
table. This feature also adds to the safety of operation, 
since the roentgenologist’s hand is out of the path of 
primary or secondary radiation. The counterbalanced 
screen frame can be freely swung into any position or 
removed with ease. 

The motor, provided with an automatic brake to pre- 
vent coasting, smoothly carries the table from Trendelen- 
burg to vertical, due to the four-point suspension fulcrum. 

The table may be purchased complete, or the access- 
ories such as the motor drive, the bucky and fluoroscope 
and the tube stand, may be bought one by one and added 
to the plain table. 





Relocating Tuberculosis Clinics in 
Hospitals 


Abolishing the health department clinics for the treat- 
ment of tuberculosis and relocating them in hospitals is 
advocated by Dr. Shirley W. Wynne, head of the de- 
partment of health, New York City, in a paper that ap- 
pears in a recent issue of the Long Island Medical 
Journal. Doctor Wynne recommends instead the estab- 
lishment of diagnostic centers, to which the doctor can 
send patients who cannot afford the fee of the specialist 
and who do not want to go to charity hospitals, such 
centers to be manned by tuberculosis specialists. 





